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| Your Right to a Safe Delivery
ESTIMATION SLIP Hospital |\

'Date: _23 f[ lae, UHID /TPNo.: HNHDO0ICE  siNo. 1560

Name of Patient : YW( - £ cllpne 17\& L Age: ;s : 5 Gender:__ }

Father's / Husband's Name : MT M Y 'Tnﬂ)'y ¢ _ Corporate / Occupation :
Address : . Phone : _ QAL CRqogEmdil: RD1A2CQ (L

Procedure / Plan : D 2 ere fTialagy EDD/Dos:___ A1 ﬁ.. 24
MODE OF PAYMENT 5[ _}SELF [ |TPA: P ]GIPsA: OTHER

TARIFF INFORMATION : g __-.FZJJJ,""’
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward

f?ared Ward

Twin Shared Ward =) | & m j ! _97 ( R .
[ k

Private Room ,.3 l pi B

Super Deluxe Room X

Suite Room F],D}r rod  Turns Mq Q.
Package includes Room Rent, Nursing Charges, Room Ret, Nursing Charges, 7 i
v Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee i
(Package starts from the » OUIE 4
G ofgadmissiom Labour Ward Charges Anesthetist's Fees and OT Charges :

; : Length of Stay for : 9 :D" ¢ | Length of Stay for : &P
Pharmacy up to c:)” bop |~ Pharmacy up to IZQW /-

(ED) AT [~[Tvestigationsupto 9, pry ) — | Tvestigations w0 2y I

Others MU boby  Code | 00 # AT P @k

Neonatologist Charges: [ | Covered [ _|Not Covered Epidural / Entonox : [ | Covered | | Not Covered f
itial Mmunum Deposit : @f) o | ﬂ{’ Lo ce

L Ruom ehgtb:hty is Qrel)‘ stgjec 0 TRA npprovyﬁ dc Igcl!agea ,- %nﬂmru*mm‘ﬂ]g!n?gﬁ ad:’msa} ]@su mated amount may Change a¢cording to duration

of stay, medical condition, investigations, pharmacy and any other procedure.

2. Proportionate difference of bill amount is applicable in c&se the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be
reimbursed by the TPA at later stage.

3. Tatal baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
etc.

4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Financial Counselling desk between 9am to 6pm

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, ete. credit cannot be exchanged. These items are not payable tous as per Insurance company norms.

6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariffwould be applicable.

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and no attendant is
permitted inICU's ~

8. Tariffs are subject to revision

9. Kindly check your billing status on day to day basis atIP Billing Department.

10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

m j DECLARATION
I ’Oh j—/m AN have attended the Financial counseling desk and understood the expected costs and

other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
I promise to settle the hospital bill with the hospital without any amblgulty |j

W \’US},WZ/

Signature of the Client Signatory Relationship 7 _ Signature of thefinancial Counselor
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W
Mrs FATIMA BEGUM . Z
04-04-1991 asysm120 B Rainbow® .
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It takes a lot to treat the little. Your Right to a Safe Delivery

SURGERY DETAILS

Date : ...16.[2[2«.6 ..............................
Patient Name: MM;%M&?W Date of Birth: 4‘4"(76“ ................. Age: 35?1‘5
cender: . Temale... Y2100 B X UHID No.: HNH -0C015€/2. ..
Date of Surgery: /6/7/25 ..................... 10T-1 20T-2 [10T-3 (JOT-4 [10BGOT-1 []10BGOT-2
Name of the SUFGEry : .......ccoovvreverereeees E’Y'U?WL"J ..... (S0, . .. BlL i | f e
Time in 550}:m ........ Time Out :........ Lﬁa'(‘)?m ..................
NAME AMOUNT

1. Surgeon @?&Uﬂﬁx,@'lgm ...... e
2. Anaesthetist Q}fga/mtf ..........................................................

Mrs FATIMA BEGUM (35Y3M 120/F) =

3. Assistant Surgeon ,@I%msjm ................................................ g I "l’l‘“ll“““l‘ll Il m“ i
4. 0T Technician &?M);&M .......... Emwm ‘ .
5. Circulating Nurse Sfﬁw@&,ﬁ@ﬂam .....................................................................

HN26011877TUBES
6. Assistant Nurse . Q3.7 AR A ... 04 2 L dAAWZLEY LA ... e eie e et st s esn e

Special Equipment: £~ ic_- [ ] Morcelator

[ C-ARM [ 1 Cystoscopy [] Versa Point ] Liver Cusa
% [7 Neuro Cusa (] Others ...cooveeicecieviceeieescicecvenens
el J/itt
Signature bfthe Surgeon Signature of Circulating Nurse
. | )
Order No: QZ(”L’((" f@lﬁ“l‘ﬁ'gf Order byg‘-ﬁ:z‘« .................................

Docu. No. : RCH /FRM / GENERAL / 114




HNH-00015612 1P26-00006862

Doc. No. : RCH/ FRM / GENERAL / 125

Mrs FATIMA BEGUM - . ’%
or swaTiy 00 EM [§<5. Eﬁli?(?!%‘:'s BirthRight
||||\||||||||||||||||||||||ll||l||||| CONSUMABLES OF 0T Hospital _ | @ rmemmoim:
It takes a iot to treat the little, Your Right to a Safe Delivery
Circulating staff :................ p»‘jq ............ Technician : .J@crd.m Date : ’G/’i]?é .......... Time . 2.4 Opm . .
Anaesthesia Disposables mmm" useq | Surgical Disposables e ) usea| Disposables (Baby Side) ma_"'u o
ET tube Major Pack [ ¢c (. _Jo)\ vk 0] 0
LMA Sttures 92,0 6 . 226 L¢|/2 AX] A Cord Clamp o
ECG leads { A/ P/ N A L uz A 122.¢. |77 4] 4 Suction Catheter i
HME filter : A/ P/ N 2 O [ Y| FeedingTube 6 & =+ L
Syringes : 10 cc 6 gér./ _ Vaccum Suction Set d ],/
05 cc 6 2.4 Gloves Xy e 62 o021 Surgical Gloves 4'[2,6)24 (4 & /
02 e QAL 6,6 o} ozl RamePack . o | [opd
01cc ‘-(fy//" S - g ,' —Syringe 1rffl / 2ml O')-/
Cautery plate( Ay P/ N 0 V{Euzrgical blade 99 np 46 }~Surgical Blade # 20 oLV
Moot o | el o G ube "] Koochies 9 '
RL &2, 4 Cautery pencil VA ENEYe 6 Ol//
NS : 10mi / 100w/ 500mI / 1000 & 1+ Koochies AN %] - *\uj?ﬂ- I A ]
Q... ¢ 54 Dingments " X Lles, 1IN
Weamula (g, 3 -y Suction Catheter k-l | _Covd clamp o™
Fentany| é 1, | Cap, Mask ©4\0~T _20ng lnlnrié oL
Ll | GauzePack =t 'C Loz Nacuwm Suckion oLl —
Ketamine Mop Pack E_D‘;// NPamin K 0] a
Propofol pd Steristrip L 1l oy
Rocuroniu 1 oo |qvel |/ 24 Underpad %" feodina tube cd |oj}—
Glycopyrolate J | _Draw sheet N J
Myopyeolate 41 ) % 4. £ ) LAogel eV 24 0 prop2( 4 Je.
Ondansetron ’ ,-foleys catheter \
4A 55 Pencan 25¢/ Spinal Needle 22 o/ Urobag
Bupivacaine 0.25% " _Chest Drainage Catheter
¢V Bupivasaine 0.25%(Heavy) 0/\~1 Romodrain bag
Antibiotics | Bandage
( A Tegaderm
%;mrieso = d\ loban
Anamol : 80mg / 250mg /170 mg _{ Double J Stent ,-
Supridol : 100mg B /O/J A Vaccum Suction set /OK,
Justin : 12.5 mg / 25mg / 10611{9 D{// Plastic Bed Sheet 1& e
Tab. Misoprost : 200mg 4 _Betadine Solution 04
Soncarce o honi 3 0 o~ Wicroshield QIA
cowpe 3 <y K &) 4/ Cotton Balls Y
Latex Gloves Lok
Ramdione Scrub -
Saral
Surgeon Anae hesmloglst 7 Nurse OT Technician
Order N r—ﬁQ’/‘L’“ZﬂNQ’? ...................... Ordered by : 27 22 o S



RaInﬁW 4 Rainbow Childrens Hospital-Himayatnagar
ﬁglsig{&?'s scuéon Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Nink quarters road AP State Housing Board Himayatnagar Hyderabad ,
Telangana, INDIA 500028,
(040-48873000, info@rainbowhospitals.in
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ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-D0015612 Name : Mrs FATIMA BEGUM
Agel Sex P 3FYIMI2D{ Female Doctor : SWATHIHV
AdnyReg Data/Tims : 168/0772026 14:28 Payor » SELFPAY
Order Date + 16/07/2026 17:09 Ordesnumber  : 26-0000214422
VisitiD : IP26-00006862 WardBed N0 : 4F-QT/LDR-416
Patlont Address + HNO:19-2-43872,3, Chandulal Baradard, Hyderabad, Tel: INDIA, 500064
S.Mo Dascription Ganaric Hame Dozage Routs / Frequency Oreration Instruction iy Status
1 VACCUNE SUCTION SET 1Nos Externad } Cvca Traky 1Days 1Nox| Dupansed|
2 [monocRv: 3omw 1328 |MONOCRYL 1328 1hos 10ncx Daly 1Dsps 1hos| Dhponsed
3 |encors Mcropic gloves-6.5 1Nas 1Onca Daly 10 2Nos|  Dapersad|
PREGELLED SURGICAL PREGELLED PLATED
a PLATES{ADULT) AOOLT 1Mo External § Qe Dady 1Duys 1Hos| Dispensed
ABGEL SURGH PAD (BIG)
B ot AaGEL 18 1 Onca Daty 10an 1hos|  Otpenses
8 |EC.OELECTRODES (ADULT) |ELECTHODES ADULT |1 hos External{ Once Dty 10wy anoe| O
7 #Gs;lg e 1hes Extamad{ Once Daly 10w thoa| Dupensed
HORMALSALINE 0.7%
O B |NS100ML ACCUUFE-EH | SCORMGHLORIDE100M |1 et 1Onte iy 1Daps 1mt| Oupensad|
Lo
@  |SOLOVE 26 (SURGICARE) | SURGICAL GLOVES 6.0 |1 os Extuenat § Ouce Daly 1008 3Hos| Oispansed
10 | SURGICAL BLADE 22 SURGICAL ELADE 22 1Nea Extamal § Once Daly 1Days 1Nes|  Dipensed]
1t |VIGRYL 1.0 Hw 2364 VICRYL 1.0 MW 2364 |1 Mo 1Once by 10m 1Mot|  Dipanses
1z |PROO0SETWITHIUER Thos | £xtamat £ Once Dty 108 1Nos]  Ditpemed
13 |[EMPYRANOM 020G I t Nos Injocbon { 10AM 10ap 1803|  Dispenaes
14 |PENCAN 27 EiBRAUN) 1Hos. Extarnal £ 50.A 103 1Nos|  Dispensed
15 |PovmiAnz souumon 1o v ooty — p—
16 |DsyRnGS2SMUMPRO)  |SYRINGEZML e Extomel{ Oace Dialy 1003 20os|  Dapansed
17 |osyrmvcm suparro)  |svrongE sw 1N Extemal { Once Daly L\Days 2Nos|  Drapened
18 [ENCORE MGROPTIG 1Naa 1 Once Daly + Days 180s|  Dispensad
e |SVATOCN (OXYTOCI) R 1 viat | Exseenad 1 onca Daty 1 Days svint|  Discensed
0 |osvrngs 1 aPRO)  [sYRiNGE 1ML 1ot | Extocnats Onca Dady I Days 1hos|  Owena
21 [pHAMNHEAVYSMOUIS vt | extomals once paty 10w 18| Dispaennd
z |MEROLME 0 1Nos {Exvernai £ Onos Dany 1Days 1hon|  Disperand
2 |CHROPINE (ATROPINE)INS 4 Vit |tréecton s Onca Day 0y 1| D
2¢  [UEERPATD QXS0 108 Pack 10os |extamsz 10 a0 1Days 2hos| Dapensed
TRUGUT CHROMIC CATGUT | TRUGUT CHROMIC
Kvend sl 1N | Extemat t Onca Tty 1ben 1200|  Dapered|
LSCs P
| e teAREs 1008 10nce Dady 1Days 1|  Dispanasd
21 |MoPs 30x308PLY 53 X-RAY |MOPS 30x308 PLYDATT |1t 1 Once Daily 20 2Moa| Dispansed]
RINGER LACTATE
2 |RLE00MLCLOSED SYSTEM |(EFR EACTh 1800 Exiamal} Once Dady 10 38otta| Depemsed
DSYRINGE 10ML (MPRO) | SYRINGE 100z 1Nos Extomat { Oncs Dty 10w Ztios]  Oupensed
20 |VEnFLONI-taG IV CANULLA 18 1hos Exsamat / Onos Dady 10ays 1hos|  Dispansee
31 |vicRL 10w 2me VICRYL :0VPF 2348 [thos #Onon Dy 20im 2Nos|  Clapansed
3 |SLPRIODL SUPPQSITCRIES 1hos Extemal { Once Dafy 1Dy 11is|  Dispensed
H0OMG 58
7 [BI0XAMC 500 MG I 1 Ampule Externel /Once Dsly 10 2Ampuef  Ditpemsed
4 {COTION BALLS 2 GM 5 NOS 0o Extamal f Once Dty 100 1hos|  Dizpenusa
33 [MISOPROST TAR 200MCG 45 1Tabs Extomal ) Onos Dady 1.1 4Tats| Dupensad
RY
3% apvance) i Exerual{ Oncs Daly 1 Days 1Hos| Disperaed
a ?;F’LEPREP SOLUTIONS 1mL 1 Once Dedy 2Dsys ZNos| Dapemaed

SWATHIHV
OBSTETRICS AND GYNECOLOGY
Reg No : TSMC/FMR/15501

* This cocument bs just for ralarence purpese only. Not lo be conskiered as primary report.

Note
* This prescription is valid only for speciffad duration.

* Do not refill madieinas.

Printed Date/Timea ; 16/07/2026 17:28 Printed By : SUNKARI SANGEETHA Page 1 of1




i . 0 . . PO
Rainbow | Rainbow Childrens Hospital-Himayatnagar
Children’s:

Hospital y BirthRight Rainbow Children’s Hospital, Door no, 3-6-267, opp. Cafe niloufer, Old MLA
Ratnbcw

quariers road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500028.
040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

LG O

MRN : HNH-00015612 Name : Mrs FATIMA BEGUM
! Age f Sex : 35Y3M 12D/ Female Doctor : SWATHIR Y O
AdmiReg Date/Time : 16/07/2026 14:28 Payor : SELFPAY
Order Date : 16/07/2026 17:09 Ordernumber  : 26-0000214421
Visit 1D : IP26-00006862 Ward/Bed No : 4F-OT /LDR~416
Patient Address + HNO:19-2-438/2,3, Chandulal Baradari, Hyderabad, Telangana, INDIA, 500064
S.No Description Generic Name Dosage Route I Frequency Duration Instruction Qty Status
1 |EACE MASKILAYER- FACEMASK3LAYER  [1Nos External/ Once Daily 1 Days 10Nos|  Dispensed
2 {SAreooOunE TEMALE 1Nos Extemnal/ 10 AM 1 Days 10Nos| Dispensed
3 gfg&é%i@.ﬂgﬁﬁl 1 Nos External / Once Daily 1 Days 20 Nos Dispensed
4 ADULT DIAPERS-XXL. 1Nos Extemnal f 10 AM 1 Days 1 Nos Dispensed

o

SWATHI 9 |

OBSTETRICS AND GYNECOLOGY

Reg No : TSMC/FMR/15501
* This document Is just for reference purpose only. Not to be considered as primary report.
Note
* This prescription is valid only for specified duration.
* Do not refill medicines.
Printed Date/Time : 16/07/2026 17:28 Printed By : SUNKARI SANGEETHA Page1 of1




1 . . . .
oz | @ Rainbow Childrens Hospital-Himayatnagar
Rainbow @
Children’s
Hospital Birthiight Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
eRalibou quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
[T
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016623 Name : Baby Of FATIMA BEGUM TWIN 2
Age/ Sex :0YOMOD 1H/Female Poctor : S TEJASWI REDDY
Admn_J/g Date/Time : 16/07/2026 16:46 Payor : SELFPAY
Order Date . 16/07/2026 17:18 Ordernumber  : 26-0000214430
Vislt ID : IP26-00006863 Ward/Bed No  : 4F -NICU 1/ NICU1-402
Patient Address : HNO:19-2-438/2,3, Chandulal Baradari, Hyderabad, Telangana, INDIA, 500064
S.No Description Generlc Name Dosage Route / Frequency Duration Instruction Qty Status
1 VACCUME SUCTION SET 1 Nos Extemnal / Once Daily 1 Days 1Nos| Dispensed
2  |SURGICAL BLADE 20 SURGICAL BLADE20 |1 Nos Extemal / Once Daily 1 Days 1Nes| Dispensed
3 INJEK INJ 1 MG 0.5 ML 1 Nos { Onca Dally 1 Days 1 Vial Dispensed
4 gl(.)I?HE.)'\E;EE%TgARE 1 Nos External / 10 AM 1 Days 1 Nos Dispensed
5 |mranTFeEDING TUBE-s  (ANT FEEDINGTUBE )y o External / Once Daily 1 Days 1Nos| Dispensed
B DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1 Nes Extemal / Once Daily 1 Days 2 Nos Dispensed

* This document is just for reference purpose only. Not to be considered as primary report,

Note

* This prescription Is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 16/07/2026 17:30

Printed By : SUNKAR!I SANGEETHA

S TEJASWI REDDY

Reg No : APMC/FMR/S4068

Page 1 of1
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Rainbow !

Rainbow Childrens Hospital-Himayatnagar

b

- ’ ‘
Childr e'[' S} gt Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospita s g .
1 nBalnbaw guarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016624 Name : Baby Of FATIMA BEGUM TWIN 1
Age [ Sex :0YOMOD 1H/ Male Doctor : STEJASWI REDDY .
Adm/Reg Date/Time : 16/07/2026 16:47 Payor : SELFPAY j
Order Date : 16/07/2026 1714 Ordernumber  : 26-0000214424
Visit ID : |P26-00006864 Ward/Bed No : 4F -NICU 1 / NICU1-403 Q
Patient Address : HNO:19-2-438/2,3, Chandulal Baradari, Hyderabad, Telangana, INDIA, 500064
S.No Description Generic Name Dosage Route / Frequency Duration instruction Qty Status
1 g'?}?}%ﬁlé%'\:g;ﬁ 1 Nos External / 10 AM 1 Days 1Nos| Dispensed
2 [INFANT FEEDING TUBES | NFANT FEEDING TUBE 4400 Extemal f Once Dally 1 Days 1Nos| Dispensed
3 |SURGICAL BLADE 20 SURGICAL BLADE20 |1 Nos External / Once Daily 1 Days 1Nos| Dispensed ‘
4 INJEK INJ 1 MG 0.5 ML 1 Nos { Once Daily 1 Days 1Vial| Dispensed|
5 VACCUME SUCTION SET 1 Nos External { Once Daily 1 Days 1Nos| Pispensed
5 DSYRINGE 1ML (NIPRO} SYRINGE 1ML 1 Nos External / Onca Daily 1 Days 2 Nos Dispensed
7 gﬁgegg_y;,?mpnc 1 Nos Extemal  Onca Daily 1Days 1 Nos Dispensed| 4
8 SGLOVE #7.5 (SURGICARE) |SURGICAL GLOVES 7.5 |1 Nos Extemal f Once Daily 1 Days 1Nos| Bispensed :
S TEJASWI REDDY

* This document is just for reference purpose anly. Not to be considered as primary report.

Note

* This prescription is valld only for specified duration.

* Po not refill medicines.

Printed Date/Time : 16/07/2026 17:29

Printed By : SUNKARI SANGEETHA

Reg No : APMC/FMR/94068

Page 1 of1
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: Rainbow® ) _
‘ Children’s ‘Burtthght

Hospital BY RAINBOW HOSPITALS

Right fe Del

e S — Ll ——
| Name | Mrs FATIMA BEGUM | UHID | HNH-00015612

| Father/Guardian | Mr MD IMRANULLAH KHAN ! Age/Gender [35Y3 M12 D/ Female
Address HNO 19- 2 438/2 3 Chandulal Baradarl Hyderabad Telangana INDIA 500064
IP No IP26-00006862 | Admission Date | 16-07—2026

I | B D Y £ S

: Ref Doctor Self.

| Discharge Date |19.07. 2026

DISCHARGE SUMMARY

Consultant

Dr. Swathi HV
MBBS/MS
TSMC/FMR/15501

Diagnosis: G5P4L4 WITH 34+2 WEEKS WITH DCDA TWIN GESTATION
WITH GESTATIONAL DIABETES MILLETUS ON OHA WITH
HYPOTHYROIDISM FOR EMERGENCY LOWER SEGMENT CAESERIAN
SECTION WITH BILATERAL TUBAL LIGATION. in v/o Absent end
Diastolic flow in TWIN 1.

History:
LMP: 18.11.2026 Obstetric formula: G5P4L4
EDD: 25.08.2026 Gestation at admission: 3472 weeks

48873000 1 040 - 4466 5355, 91009 25516 7 040 - 4246 2300 7040 - 4246 2100 ey 3 040 - 4246 2200 margencyy 040 - 4246 2400 1040 - 7111 1333 gency ) 040-69113233

| ® 1800 2122 @ www.rainbowhospitals.in

|




Name Mrs FATIMA BEGUM UHID HNH-00015612
IP No I?26-00006862 Admission Date 16-07-2026

Obstetric History:

G1 - 2014, FTSVD, Male, A & H.

G2 - 2013, FTSVD,Female, A & H.

G3 - 2020, FTSVD,Female, A & H.

G4 - 2022, FTSVD,Female, A & H.

G5 - Present Pregnancy, Spontaneous Conception.

Medical History: K/C/O Hypothyroidism since 10 Yrs, and on T.Thyronorm 88
mcg. ’ "
Surgical History: Nil.

Family History: Nil.

Allergies: Nil.

Antenatal Details: .

Mrs FATIMA BEGUM was booked to Rainbow hospital at 261 ®weeks of gestation.
She had regular antenatal checkups and investigations as advised. NT not

done, TIFFA was normal. At 2311 weeks her OGTT was abnormal (123/165/115)
and was doagnosed with Gestational Diabetes Milletus and was started on

T.Glycomet SR 250 mg from 28*3 weeks in view of uncontrolled sugars.

Outside Growth scan at 2671 weeks showed twin 1 - Hyperechogenic
bowel,and twin 2 - Bilateral Urinary Tract dilatation with rest normal findings.
Growth scan at 28+1 weeks at Rainbow Children's Hosiptal showed twin 1:
Placenta - Posterior and right lateral high, Maternal Right, Breech presentation,
AC growth - 5th centile,EFW - 1008 gms (8 th centile), AFI - {SVP) 3.6cms,




0 - 48873000 geney 3 D40 - 4466 5553, 91008 25516 - 3 D40 - 4246 2300 3 040 - 4246 2100

Rainbow® , e
C?llildren’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

'Name | Mrs FATIMA BEGUM |UHID | HNH-00015612

16-07-2026

‘, IP No | IP26-00006862 delssion Date

e ————— ————————————————————————————————————————————eeeeetts

Bowel appears normal, Dopplers normal. Twin 2 : Placenta - Anterior High,
Maternal left, Breech presentation, AC growth - 5th centile,EFW - 1066 gms
(15th centile), AFI - (SVP) 4.6cms, Renal Pelvices appear normal, Dopplers
normal. Fetal growth monitoring was done by serial growth scan. Scan done on

16.07.26 showed DCDA twins at 34%2 weeks ,twin 1: Placenta - Posterior and
right lateral high, Maternal Right, Breech presentation, Dopplers Umbilical
artery - few loops with increased resistance and few loops with occasional
AEDF, CP ratio below 1st centile,Ductus venosus showed forward flow. Twin 2 :
Placenta - Anterior High, Maternal left, Breech presentation, AFI - (SVP) 3.5cms,
Umbilical artery shows increased resistance, CP Ration -1.01, Ductus venosus
showed forward flow, Uterine Artery Doppler normal. Patient was admitted at

34*2 weeks for emergency LSCS.

Investigations: Enclosed.
Blood group: "AB" Positive

Management:

Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus Relaxed,
multiple fetal parts palpable. On admission CTG which was found to be
reactive. She was decided for emergency C- section in view of DCDA twin with
Abesnt End diastolic flow of twin 1. and was prepared with indwelling Foley's
catheter and IV canula under aseptic conditions. Written informed consent for
surgery taken. Preanesthetic check up done. Anesthetic premedication (IV
Pantop and Perinorm) given. Patient shifted to theatre.

BANJARA HILLS (/01 b 8 E HYDERNAGAR KONDAPUR DUTPATIENT CLINIC SECUNDERABAD

KONDAPUR L B NAGAR (N ccred NANAKRAMGUDA
¥D 040 - 4246 1200 wrpency (] 040 - 4246 2400 rergancy D 040 - 71111133 e 3 04085113213

® 18002122 @ www.rainbowhospitals.in




Name ° " Mrs FaTiMA BEGUE™Y T fummp TSNS T "‘Fit'\‘ir'i“bodiéisfz'"
IP No " “"leze-odovesc2, | Adriission Date’ ' "16 07-2026 ~

[TV WLt R e v L

5 T - Al < [t Ve t

< . . . -
= ] b - “ L "o 8 -

Surgery Notes. ' -

Under spmal anesthe51a 'shé was ‘painted and draped-as per hospital protocol,
Abdomen opened ln layers. The parietal and visceral peritoneum carefully
opened after ldentlfylng the urachus. Bladder was reflected. A lower segment
curvilinear i InCISIOI'I glven on. thé uterus. Baby delivered. Cord clamped and cut
and cord blood collected for” blood .grouping and Rh typlng Baby handed over
to pediatrman ‘Placenta delivéréd ‘with controlled Cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skm closed with subcuticular sutures. Wound dressing done.
Vagina, cleaned thh Betadme solutlon after expelling clots. Misoprostol 400
mcg given per rectum as prophyIaXIs agalnst Postpartum hemorrhage Patient
was shlfted out’of theatre to post operatlve recover'y foom L . L

*LUS 'Well formied.  © o .

* Ist. Tiwin - Breech Extraction.

* 2nd Twin - Cephalic Extraction.

* Liqour - Adequate and Clear.

* Bilateral Tubal Ligation done by Modified Pomeroy's Method.

Delivery Details :

Date : 16.07.2026

Time of Delivery: T1 - 3:39 PM; T2 - 3:40 PM.

Type of Delivery: Emergency Lower Segment Caesarean Section
Indication : DCDA twins with Absent End Diastolic Flow in Twin 1.
Anesthesia : Spinal

Baby Details: Twin-l
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Hospital BY RAINBOW HOSPITALS
;'_nii;é' 7 Mrs;ﬁi\T_l_MirBEGUMi:W” UHID : i ﬁ?wwooo@s;g 7
!,'E",‘L ___ |wec-00006862 - |AdmissionDate |16-07-2026
Date :16.07.2026
Time » 3:39 pm
Sex : Male
Weight : 1.74 kgs
Apgar : 6,10

Gestational Age: 3472 weeks
NICU Admission: Yes

Baby Details: Twin-II

Date : 16.07.2026
Time : 3:40 pm
Sex : Female
Weight : 1.78kgs
Apgar : 8,9

Gestational Age: 34%2 weeks
NICU Admission: Yes

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no Postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. On POD2 her FBS -70mg/dl and PPBS-119mg/dl for which
physician opinion was taken and advise followed. Her postoperative period
following that was uneventful. On second postoperative day dressing was
changed. On inspection wound was healthy. Her general condition was
satisfactory and she was found to be fit for discharge. Wound care and
medications were explained to patient supplemented by written information.

| HIMAYATHNAGAR BANJARA HILLS (01, Mol & & HYDERNAGAR KONDAPUR OUTPATIENT CLINIC SECUNDERARAD KONDAPUR
! ' r ergency()

ercv3 040 - 48873000 gancyd 040 - 4466 5555, 91008 25516 wrpeniy 040 - 4246 2300 margency 040 - 4246 2100 ergency’d 040 - 4246 2200

I ® 1800 2122 @& www.rainbowhospitals.in

L B NAGAR
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040 - 4246 2400  © L

040 7111 1333 . 3 04068313233
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She was given the postpartum’book for further reference. .
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1 A
P [

Advice: )
1. Tab. Taxim 0 200mg tW|ce daily till 22.07.2026 (9am-9pm) after food.
2. Tab. Calpol 500mg (Paracetamol 500mg), (2tabs) thrlce dally tlll
' 20. 07. 2026(8am-2pm 10pm) after food . ;
"3 Tab Voveran 507 mg (chlofenac 50mg) thnce dally tlll 20.07.2026 (9am-
"' 3pm- 11pm) after food. *
4 Tab. Pantop 40mg twice dally till 22.07.2026 ('lam -7pm) before food.
‘ 5 Tab leogen (Elementa[ Iron - 50mg, follc ac:d 1 5mg) once “daily (7am)
for three months béfore breakfast, "
" 6. Tab. Shelcal (Elemental Calcium 500 mg, Vitamin D3 250 1U) once daily
(2pm) tili breast feeding for after | food. =~ .
7. FBS AND PPBS AFTER 2 weeks © e

Homie Blood ‘pré'séUr'é monitoring to be done twice daily for two weeks. Report
to emergency if BP >140/90mmHg, presence of headache, vomitings, blurred
vision, reduced urine output, epigastric pain, seizures.

Review with Dr. Swathi H V, after ..1 week on (24.07.2026)..Rainbow
Children's Hospital with prior appointment (Review consultation will be
charged).

For Women Who Have Had a Caesarean Section
Care of the wound:
1.You can bath and shower.




HIMAYATHNAGAR

2

2.The wound can get wet during a bath or shower. Dry it thoroughly and gently
by dabbing with a gauze piece. Do not rub the wound.

3.This gauze piece needs to be discarded after one use.

4.Prior to touching the wound clean hands thoroughly with Microshield solution
and allow them to air dry or use disposable paper napkins.

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.Do not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have been explained by doctor .................. in a
language that | can understand and | acknowledge.

Patient/ Attender

In case of emergency like bleeding, fever please refer to postpartum book for
further details - Chapter Il page 6 kindly contact 9154865045 at Rainbow
children's hospital Himayatnagar just dial one toll free number - 18002122.

You can also take appointments at any time by going online to our
website www.rainbowhospitals.in

P~

Ppyde T
Reglstrar/Rgs_rdent]G\M o
Consultant
Dr. Swathi HV
MBBS/MS
TSMC/FMR/15501
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ey 040 - 48873000 mergency ) 040 - 4466 5555, H1009 25516 1 D40 - 4246 2300 e 3 040 - 4246 2100 7040 - 4246 2200 mergency(] 040 - 4246 2400 nrgEncyy 040 - F111 1333
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Tt takes a lot to treat the little. Your Right to a Safe Delivery

DEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet \
2 Discharge Summary \
3 Nursing Initial assessment \
4 | Patient Transfer form i
5 In-patient Medical record \
6 Doctors progress sheets 5
1 Nursing plan of care and handover sheets T
8 Consultation sheet =
9 General consent for treatment \

10 Consent for Surgery \

™ 11 Consent for blood transfusion

12 Consent for chemotherapy

13 Consent for high risk

14 Consent for Restraint

15 LAMA consent

16 Consent for special procedure / Sedation
17 Consent for Formula feed

18 Consent for MTP

19 Consent for Radiological Investigations
20 Consent for HIV test

21 Anaestesia notes (Pre Anaesthesia& post) \
22 Neonatal Admission/Delivery/Physical Exam

23 Medication Reconciliation S
24 Emergency Triage record \

25 Pre operative check list
26 | Surgical safety checklist
27 Operation Theatre notes

28 Nurses clinical Presentation
o

29 | TPR &BP chart \
30 Intake and Out take chart (fluid chart) \
31 Drug chart (Regular Prescription) \ )
32 .| Investigation Values (result sheet) \
33 Nebulization chart

34 | Nutritional review chart \

35 Intensive care unit (ICU Charts)

36 Consent for Admission in PICU / NICU

37 The Humpty dumpty scale

38 Braden Q Scale

39 Bed side check list

40 PICU bed formula Dilution feeds

4 Gastro monitoring chart

42 | Rch ED doctors note

43 BP Monitoring chart

44 | RBS monitoring chart

Rl L,

U ExbsaS GO
Total No. of Pages /Z (3 —
e

Doc. No. ; RCH/ FRM / GENERAL / 126 - Gigriohary and Date: T
faql 3 120 “ero)
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Rainbow Childrens Hospital-Himayatnagar

Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
: Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.

TEL NO :040-48873000

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

I TR

Hyderabad Telangana INDIA 500064

Admission No : IP26-00006862 Admit Date : 16-Jul-2026 Admit Time :02:28 PM UHID : HNH-00015612

Patient Details :

Patient Name : Mrs FATIMA BEGUM Age :35Y3M12D

Guardian : MrMD IMRANULLAH KHAN DOB . 04-04-1991

Gender : Female Religion

Occupation Martial Status

Address (H) . HNO:19-2-438/2,3 Chandulal Baradari Phone No : 8367589928/ 8019759560
Hyderabad Telangana INDIA 500064 E-mail . MDIMRANUK@GMAIL.COM

~dmission Details :

Bed Type : TWIN SHARING Bed No :LDR-416 Ward Name :4F-OT

Room No : LDR-416 Admission Type : First Visit

Contact Details :

Name : Mr MD IMRANULLAH KHAN Relationship : W/O

Contact Address : HNO:19-2-438/2,3 Chandulal Baradari Phone No . 8367589928

e

Signature

\ Doctor Details :

Doctor Name :Dr. SWATHIH V

Referral Doctor : Self.

Co-Censultant

Specialisation

Phone No

: OBSTETRICS AND GYNECOLOGY

Payment Details :

Payment Mode :DC/CC Card

Deposit Amount

Payor Name

:40000.00

: SELFPAY

Printed Date / Time : 16/07/2026 15:14

Printed By : 016951

Page 1 of 2
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04-04-1991 p =
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CROSS CONSULTATION FORM

Q .
Doctor Name : D/\SNﬂ'l’Lll .......................................... Date : I:}j'?b;{’ . Time : e( W.......
Diagnosis : .......... ey
HOSPItal © oo ook = HNINE Type of Referral :
O Emergency

O Urgent
0 Non Urgent

Reason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:

Signature:

Findings and Recommendations :

Lackatlon cove plav
— —_—

—

= Bmanis A NI
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- Q\Lpufdﬁi& ¢\/?/ howvs  on  Cach s\de ] 206
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- (an nsa (LhCnLY?OJ‘ melfp .

Consultant :

Name : Srrl:{awulca ..... q .............. Signature : ........... Q— ........... Date & Time : }‘}/9/2:6 w3 L’PM

Doc. No. : RCH/ FRM / CLINICAL / 049
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ACTIVITY RECORD FOR BILLING
e sy s TSI
UHIDNo.: _ __ __ gtos‘\::::uuv BYIM12D (R _Consultant: _ _ _ _ _______ Dept:__ __ _____
oate of amission- NIIIMINNINN ~ ooe ot oischorge- Time:
Room/BedNo:_________ Wad: Suggested Billable bed type: _
WARD TRANSFERS
Date Time From To Signature of Nurse
16330~ [ 90« 49684 | /o1 ] IS
le[126 | 8- topw | OT pefelt |t/ (o
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Cross Consultation Visit
Doctors Name Date Order No. Signature
' plegastat ()] |30 [1awd |
2 |0k Tequov (Lae@“’) rsi [p6 | 5022 (-
3
.
5
6
i
8
9
10
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INVESTIGATIONS

Date Investigations Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

iz Equpment e | " *Tme | OwerNo. | signature
61 Candicameninu-5%] o0 ) &0 | f
\ol 3 1 n?u%’am?wﬂ b 600M N B@ ;“7
Pl
[
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PROCEDURE

Date Procedure Quantity Order No. Signature

[E)} | <1\ Phote e .amend

0
6]} | Codhons 2o @ | &\LMH.D!'/“% (o
1615 PAC (D

J?}—?v}b N (1 \W'—TM h—

lI ~—

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




A Tk e |P2‘,0°°G6asz

Mrs FATIMA "w 2D ")
04-04-1991 yIma pon

i Emgrgv;s‘ o
7 Hospital .avmmaowuosmmu
IP ADMISSION SHEET FOR OBSTETRICS
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It takes a lot to treat the littie. Your Right to a Safe Delivery

Presenting Cumplaints LMP: (8| Nav (22 o5~ EDD:
L
]{‘ﬁ 2% Corrected EDD: 2§ [¢f . GA: 2y T2
t” /rq_j ‘
Obstetric Formula: € 5P, (s, Menstrual History: Regular : Ei/Yes ] No
Obstetric Examination
Obstetric Hostory: |
¢ -\ Ln)r( [MCH \ un Fundal Height: - ovadolen0> " m e
o Ny [£ek | cup Ut Actvity: [JRelxed  CIMid  [IMod [JSevere
Present Pregrﬁr%f:y Eecord: { feh ' eyr) Liquor: ] Adequate ] Oligo ] Poly
G - Lo 'Fc,h ESVIr) PP: [] Cephalic [ Breech Others
Com > s-Cm4- Head Fifths Palpable:
OL - QFUY\}OW\(.&J(’\\#M P
RISK FACTORS: FHS: [J Normal [ Tachy [ Brady []Absent
4 &<~ Not-done -
b g Pﬁé-fr\lo,w%\ Per Speculum Examination ¢/ ore
el Gl @/ Draining: ] Present [ Absent ('] Bleeding
qu 08N - f’-—")fcb s~ —aome 231 pe—s
M o 3\¢ ] 24 Colour of Liquor: (] Clear (] Meconium  [_] Blood Stained
ule [,
Vaginal Examination A </ <l
S J Cervix: (] Long (] Partially effaced [ Effaced
Height: ..[GO....cm
O Weight: gq"kg 0Os: Closed Dilated
A"ergles. ..... Mf‘r.} .......................................... Membranesl D Present D AbsEnt
Breast: ormal - [] Abnormal _
w _ ) Liquor: [ Clear [J Meconium (] Blood Stained
General Examination: /2~
Congclousnsse: 8 Pallor: Presenting Part: (] Vertex ] Breech ] Others
Icterus:C =) Edema] = Sutton: -3 0O-2 O-1 00 OO+1 O +2
Temp: Afebnele it Pelvis: [ Adequate [ Doubtful
BP: DTR:(F
ovs: - 7 RS Bres
Liver/Spleen: s Urine Output: _n_gj
DIRBNOSIS - oemsrn e o S S it e oo~ o s e e e e i i i e S e -~
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Docu. No. : RCH /FRM / CLINICAL / 087




I

HNH-00015812 1P2€-00006862

Mrs FATIMA BEGUM
04-04-1001 3ByYami2o F)

Dr, SWATHIHV

Surgical History:

Medication History:

Medical History:

i

Plan of Care:
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MEDICATION RECONCILIATION FORM

DIGGARDIEIOB. .- cocnivssisimsnmmansesvssmmmmisssmssrmines i s nasoss [J Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting FIOM: ..v.veneveerereeenn v o Shifted t0: ............. oo
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pot Time ‘,‘gﬂ:ﬁf,‘,‘,’g
1 = ( odo Jrene [ #ery Fl» o yora |0 C—EDC
2 7. Calcema | fecks F/ﬂ vy ) Oc £Jbc
MEY-=
3| Tl Mebformes 2604 | e BO “//*?( Oc =t
4 ?7' ’IL'Q])’UY? &7YY?) g@m-] p{f-' 5 ¢ /L c ooc
5 5 OCc Odoc
6 \ Oc Odnc
7 JCc [Ibc
8 Oc Ooc
9 dc Ooc
10 Oc Onoc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : _tit.,aﬁ”mmz'v ............
Date & THME : ..o. L2720 e i R P e e ressssessesssssssssses

Nurse Name & Signature: ..... 3. O\.A.SJ\MNN (}ng M(“Mp’
Date & Time : .. \\g.\ )T\ ..... @ ...... 11 3@)1\/1

Docu. No. : RCH /FRM / GENERAL / 090




DRUG : 1[')ira:\?3>

Dose Route | Frequency [Start Date ’
3 Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:
- O orus: paL
% Dose Route | Frequency (Start Date M
i Doctor's Signature | Valid Period| Pharm.
i
§ Additional Instructions:
| Dat
* DRUG : T
‘s Dose Route | Frequency |Start Date y
i Doctor’s Signature |Valid Period| Pharm.
4 — .
‘] Additional Instructions:
)
’i Docu. No. : RCH/FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
3— IE— — - — —

z

HNH-00018812 |P26-00006862 Rainbow"* : . -
rout - sysuizo Children's | @ BirthRight
"l notpl [,
Date of Admission: ...... \E’ 1’{9& ..... " Drug Allergies: .......c.coeeeveveees IUM ......................... [ Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

A NURSES

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time

AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

SOS / PRN (As Required Medication)
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Dr. SWATHIH V

l”“”""‘|||||||"""||||"”"|| REGULAR PRESCRIPTIONS ~ Weight. .................. Ward. ..................

DRUG :fmj' (EFOTARIME ﬁi \_JT

Dose | Route |Frequency (Start Date| 2 |\ A
149 | Iv | =p m:;(zug’ |\

Kls

Name & Signature of the Doctor \ /1
Starting the Drugs: \\ /xrg. 7
Z //.
Additional Instructions:
ional In rU(}I?B’i S PN R
K2Uh I T ened.
Daily Doctor’s Endorsement by a Sign | b
Date
DRUG : PALACETAMOL Datebalv ) éQ“QE'
]Pose Route |Frequency |StartDate| | f | (W
gm| W | T ;g?-;, N (R |
Name & Signature of the Doctor  / i ¥ n Mrell%u
Starting the Drugs A . HroH ]
Wf;:m’} ' g4 ! % r, C Av \ \
820 | N\
Additional Instructions: [ N
| W—_— //
b F 4 ~
Daily Doctor’s Endorsement by a Sign b
y Dated
DRUG : “T/LATUADU L Dater 2l QX
Dose | Roufe |Frequency |Start Qate L
ccns] Vo | 115 | lof7 5 i
1§ [ = Q_

Name & Signature of the Doctor

Starting the Drugs: /}7{ A
My U o \(_W L4
"4

Additional Instructions:

Daily Doctor’s Endorsement by a Sign v

' Date»
oRuG - | LLEFENAC A
Dose | Route |Frequency |StarfDate| - Cla ol
Dow | #) |10 | 1] 7 bed [ A i
Namé & Signature of the Doctor e \
Starting the Drugs:

wm’tlh‘/ . / ﬁq‘q =

Additional Instructions:; 2
AW f} (

Daily Doctor’s Endorsement by a Sign P4

i
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IHMIMIWIIIMMHII ospital _ | () renemas
Sheet No: ............. REGULAR PRESCRIPTIONS Weight . Ward ....oovvoeoeo
DRUG: 7 PAN PRA2oL. e \\"XL&?? (]
Dose Route | Frequency | Start Dt. ) x| /
Lom| #e | o0 | 1ep-lpet Nl IGRT ]
Name & Signature of the Doctor [ {
Starting the Drugs: s \ .
St T T5RD
Additional Instructions: W [ x N
=
A 7=

Daily Doctor’s Endorsement by a Sign

DRUG: |- THY2epORM

Date

Time

2

Dose Route | Frequency

gﬁmul Pls (s}

Start Dt.

t?f.)_
Name & Signature of the Doctor

Starting the Drugs: })
o A

ol

Additional Instructions:

Daily Doctor’s Endorsement by a Sign i
Date? -
pruG: ) (EFIXIME Tiﬁia\*@a ¥
Dose Route |Frequency |Start Dt.| ., 2
soom| 1o | 8D | pit GO IGIEH
Name & Signature of the Doctor
Starting the Drugs:
£ Mo

Additional Instructions: A

G\

%

Daily Doctor’s Endorsement by a Sign O/

DRUG: . PAN10 PRAC o e

Dose Route | Frequency
Homn P oD

Start Dt.

18-
Name & Signature of the Doctor
Starting the Drugs:
g 9 L —

Byne>—

Additional nstructions:

Daily Doctor’s Endorsement by a Sign
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T Hospital _ | {onei:
It takes a lot to treat the little Your Right to a Safe Delivery
Sheet No: .......... REGULAR PRESCRIPTIONS Weight .............. Ward .........ooooo....
L AD. Dater
DRUG: 1AR- SPeRolAcC Timeﬂ\ﬂ&i&

24als| Ao | 7in | 147

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

th\"

Additional Instructions:

A
Lery
\0?'”%'

Daily Doctor’s Endorsement by a Sign

DRUG : lak - LACIALE

Date

ﬁve\

Dose Route !Frequency | Start Dt.

Heb | plo | 20 |18IF

Name & Signature of the Doctor
Starting the Drugs:

Mo oM

Additional Instructions:

AL

Daily Doctor’s Endorsement by a Sign

oRUG:  PREACETAMMAD L [ein?
Dose Route |Frequency |StartDt.| X
\ey | PO D | 18 fp*
Namg & Signature of the Doctor !
Starting the Drugs:
a
DR ne O

Additional Instructions: =

Daily Doctor’s Endorsement by a Sign

DRUG : DOMPERIDONE

Date

Time

Dose Route | Frequency Star) Dt.

tomal po | AD | |3

Name & Signature of the. Doctor

Starting the Drugs ! :

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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04-04-1991 BYImI2 Weight. <. seiseiain.
Dr, SWATHI H v o ®
lMHHlmHllI Date> . . .
T e e e s s B wrn
Dose Dose Dose Dose
DBUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date o pese - -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Goe aoe Uos oose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
f Additional Instructions: fose e i e
I Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Dat
VARIABLE DOSE lefe) Nurs.:sig. Nurs‘sSLg. I Nursism, [ Nurs&Sig,
h Dose Dose Dose Dose
i DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Sta I"t Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
” Name & Signature of the Doctor e oo e Sose
* Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o Pase Dess Doss
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
1; Date Time Medication D?ﬁ:ﬁ;&ggger Route Signature Nurses
) |62 P“)IMTMETDLLD?R Mine o v j M
‘ () : k= il i gt M NAHAA
z | (L lor| XprOINT FANTOPLAZOLE Lom: y LV a- B ) e
N ' P i D\\ Ao A
/ . S
\! I / 1 %Cp | WANEXAMIC AN Vi 1y Oh/ vallon?
" / 5N . = [ (h Y An.:
( /7 ‘P)t’pm DitLofeNAC 00w | 0
’ n/ ™ : A\ 0 ; [h
; 6/ Q%wa AW ADoL [0Omy s YV T
4 c ] = e = .
[ \6 [ yier 4 ;f WO ERVERYN
! 1 7! > qinAﬁdfmmozf lgoory | IV i e
3
3 \ f:)ul/boul«f\ P _%_
s (2 | Fpeo SUPPosITOR, N PR 2 ()
| | 2 Qo | . sy~
| 2 [ 45% Mg 10UL M2hralpe (‘wﬂ} Vsl fh — %
J -
l 1o | W T e >4 s |
|
)




|

—

04-04-1991

"

Mrs FATIMA BEGUM

BY3IMI20 (F)

LV. FLUIDS CHART

Welght. .....cocciniiin Ward. ...

—_—

oo | Tme | |, Somposionol - Fuid | gy [ow ] Docio [ Morse | pateof octr 't
oo B Ungee waate | iv |1 e (ish (G
4 A b )
hinuen ) |
i (25 | e vl | g}j,(ﬁ k| @
! ) Jange e
8 P LT O W P Y P
| + U OXYTOCN | @\ N~ @ ‘
1/;} LINGE L
L %’bﬁxm L/}Sﬂq’)c’ wo | H- [)‘p @, (f) / g [)}; @“
TINCGLL_ too (D {@
b \Dw\ ACIMTIE W |~ | 2 C)\A
NACdAED
(© )
pes
O (o
| RN $eteoke NOLMML &=
) CHUNE o | i % @*‘v \Bh et
. &
. ‘ ,
o e W 3 B
6 f L &
i o\
(b(\ﬁ,\ A’“ RINLER LOCth TE W lm""Q‘L 17/ % lz(?, if/ 5
L gof——+—1—1—
™ I 1
/7

Page: 4/4

gt M T AT o T It 0 A S T ARy P P, A (A S . . bl e =

PPN S —

et



PATIENT TRANSFER FORM

f/
Rai nbow

Children’s \ ® BirthRight
Hospital .

It takes a lot to treat the little.

N\

Patient Name & UHID No.

Date & Time of Admission

O\ L0 (29)380w-

Date & Time of Transfer Order

o126 @24

S 29

From Unit
rom Un ‘b\(

o1

HNH-00015842 1P26-00006862
Mrs FATIMA BEGUM
gt:n:;.:-.}h nlvlllilsli“"ali'l]zlﬁ"ll “ Transfer Ordered by Reason for Transfer
i 9 s e Lt
AR N
To Unit Information to Attendant

Yes= No[ ]

Number of Sheets in Clinical File

9
~

Number of Imaging Films

T
W

Personal belongings including
clinical documents. If any handed
over to attendant

Yeg  No[]

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
- PL  on Hpw N
2. ) | -
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Y= Mol

Name & Signature of Person who is Transferring

Prwslon

Name of Person Ordered Transfer

Dy Manlelg.

Patient & Clinical Records Received by :

Vel 24

Date & Time of Patient Received

?w\o(a e 22

If the transfer order time & Completion time is m more than 30 minutes,

!} Unavailable Bed

Docu. No. : RCH /FRM / CLINICAL / 102

| Nurse not Available

= "M
Teason " meni
Oned beigy -

| Availabje Beg W W

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery




X

Z
Rainbow"’ ;
Children's | @ BirthRight
PATIENT TRANSFER FORM Hospital _ | () ssemni

Your Right to a Safe Delivery

r

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
| Bt P | el 9Pt g | b
Dr. SWATHIHV Transfer Ordered by ' Reason for Transfer
VT
by Sovathd HV Obs
From Unit To Unit Information to Attendant
, Yes No[ |
pre post L00m( 302 )

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Vs Mo

N -

If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
I L — wol ——| Q@
2.
3
4,
8.
Shifting Summary / Notes Written by Doctor : =~ Yes|[ | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
o AT
Sic Noodka, D . Swothid

Patient & Clinical Records Received by : s
RN
n &\

\ &

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
("] Unavailable Bed (] Nurse not Available [ ] Available Bed not ready

el

1. No. : RCH /FRM / CLINICAL / 102
-
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It takces @ ot to trest the Rtle. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: J}f/?q/szz{ Time: P’?fﬁrﬂ

: ] 0 ~ 26 kg/m’
Origin: jwhaﬁ ..................... Height . 40.4......  Weight ?j’?ﬁ BMI: O ~28 ky/m’
O ~ 30 kg/m*

T A YA

TypeofDiet Cliud  @Sot O Nomal O Diabetic
0 Vegetarian on-Vegetarian U Vegan

Diet Advised:

Liquid Diet— ORS/ Coconut Water/ Butter Milk/ Barley Water / Soups
Normal Diet—-Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

Diabetic Diet—Brown Rice / Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)

Patient's / Attendant's Dietician's

Signature: ............... (}%N ......................................... Signature: ........ 5‘9}4},& ......................................
Name: v&&}’ww ............. Name: @,ﬂa%}&qw

Date & Time: H/?/ZE/SHEQ\N Date & Time: f?/Q/JM/"gPLSW

Doc. No. : RCH/ FRM / CLINICAL / 195 (P10
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Time

Notes
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INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hos p ital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE Hosplal, | TR
Patient Name : ..../V\2. . F=hme Gender: [ Male E/H{rnale Age: ... ZOIA
UHID No: ... THNH - 00015602 Date : ... G.). 2122
Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patientis a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihave had achance to ask my surgeon questions.

4. |have received all the information | desire concerning the operation or procedure and

5. lautharize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: ... Y = Sthfhﬂm“‘“ﬂl/ ...................
Consentee : z\,ﬁk\ Patient Attendant : — v
Signature ; ................ A0 0. R 2 NI, - ARNIC et AN
NaMe & .. Y0 T Name : M@M\imw ..... S
Date & Time : {6/ 320242022 1% pro. Relationship with Patient: ....... /A araeli.....
Date & Time : .......[CL 1204 Co 2. ’ ..’.f/).m
Witness : . A
Doctor (who is taking the consent) :
S M ’ P ’YVU?, E:7 N Signature : ............ e s
— wl A e NBID : .isenrrinsnee: Em”m{"‘v .......................

Date & Time : [@l})&&f‘ﬂﬁlgﬂ“ﬂ

Docu. No. : RCH /FRM / CLINICAL / 027




INFORMED CONSENT FOR SURGERY OR e’ ‘BirthRight"

Hos p i tal BY RAINBOW HOSPITALS

SPECIAL PROCEDURE B
Patient Name : ..M. F‘fhf"” ............................... Gender: [ Male Bﬁale Age: ... g's_“{-’l .............
UHIDNo : ... -HIMH - Sool«bly . pate : . (C [ >e20
Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

.........................................................................................................................................................................................

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof. ‘
’Pen'r\ an ent P\’O(_e,{jm p ] rrwwbﬁ

My signature on this form indicates that

1. Ihave read and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihave had achance to ask my surgeon questions.

4. |have received all the information | desire concerning the operation or procedure and

5. lauthorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: ........... Zx Syoetls e W/
Consentee : fr Patient Attendant
AW Vs T
Signature : .........o........ ,;U A Signature : ........... N oty RN
Name : .......... M. TP Name : MQMIW ....................
Date & Time : ../.Q/3222¢ @, . a?.:‘..é@,zm Relationship with Patient: ...... Wﬁ‘\wi' .......
Date & Time : ..[CLY>&x €. .2 30 .

Witness : ] Q Doctor (who is taking the consent) :
Signature : ... | CA_RLXAL,..... S Signature ; .......... L S
Name : MO&E{Q\«V\W’LQ _ B erasle

fha e Thms {é{%‘%@ﬂ!@@‘w} Date & Time : {12526, Q... 2.1 3%m

Al R e T R RS e R
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NI — Chicrars | S BirthRight

RESULT SHEET  ~

\

Date [
Time ' DK
Hb ] 0
PCV ,?) I,
RBC Q
WBC 0.
N/L <}(;
Platelets Q0
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (PT.0) /




Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell

OVA / Cyst
Occult Blood ;\‘ ‘\gﬁ@ /\ 7, i
A ARAY LB PRAE Re Ko ewd
N\ L ‘
N\~ o
YWY \
NYEYA LA
| [ S

.........................................................................................................................................................................................

.........................................................................................................................................................................................

Radiology : DB 7 ocomiimmvancsssiinisnss iomssenss Smaiass o issasss o s AR s R S A T vt

MR oo s e s i NS

Others (ECG, CONtrast STUGIES BIC.,) & ....voveciiiiiiiiiiiiiee ittt
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date
Lé?)— Time | 8 | 9 |10|11|12] 1 [/Z] 3 ((4'}(s 9) |@o] 11| 12] 1 3/a|lsfe]7
o
(write rate in
corresp. box) 11-20
0-10
. 94 - 100 %
Saturations =94 %
Administered 0, (L/min.)
40
39
& 38
g 37 N o r I N N, Faily e A
o’ 36 1Y [ % al
35 N
e
g
=1
x
&
190
180
170
- 160
= 150
‘ % 140
@ 130 ) " T TR 1“\@
T 8 120 111, 1Yl LITI I R A\
= 110 ol Na 1A ™S 1TV M
3 100 7 AT WA
2 90 \ 5
& 80
70
60
50
130
2 120
3 110
& 100
l % 90 /]
a 80 RV | N
3 70 AL Ay A
2 60 2| ) o
=
2 50
40
NEURO plert 1L} P L S T Y I [ T 1
RESPONSE Nolce
[¥] ‘ Pain
Unresponsive
URINE > 30
mls / hour <30
- § Protein + + | | | | | | I | | | | | | | | I | | | | I | I | I
Proteinuria =
Protein > + +
; Normal
I i S e e e
Clear / Pink
Liquor Sreen
TOTAL YELLOW SCORES [2) 214 A 2 =l I © Q
TOTAL ORANGE SCORES fg S q lL.] 21y I ©
Nurse Initial [ s %’ ) ]
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

AEAE IV

Date
Time | 8 | 9

)

(1 1112|123 |a|s|(6) 7|89 11 laz2] 1

RESP
(write rate in
corresp. box)

> 30

21-30

11 - 20

0-10

Saturations

94-100% | | et | | =3l 1 | _Ad 1 | (N ] | (N | [ N

<94 %

Administered

0, (L/min.)

2, dwa

40

39

38

37 ' q

36 k i r
Ay

35

< 35

21y UeaH

170

160

150

140

130

120

110

100

%0 :
80 < E‘t"" -

70 ) W)

60

50

40

-
anssaid poojg oishs

190
180
170
160
150

140

130

120 A\ 1
110 . LB v L \ L/ " 1‘“_

100

90
80
70
60
50

e
2Inssalg poojg djoIselq

130
120
110
100
90

80 k

B

70 1

60 3 ~

50
40

NEURO
RESPONSE
[+

{ = -

Alert

Voice
Pain
Unresponsive

URINE
mis / hour

> 30
< 30

— —

Proteinuria

Protein + +
Protein > + +

: ‘ Normal — = | ==
Lochia Heavy / Foul
i Clear / Pink -
Hiepor Green
TOTAL YELLOW SCORES S 0 s o) L
TOTAL ORANGE SCORES 9 [4] 0 ) < C
Nurse Initial 2 =% Pou A o=
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

18 [2(2¢

Date ~

fof 11|12 1 |[2

(&)

Time fo)i112

RESP
(write rate in
corresp. box)

> 30
21-30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3, dwa)

40
39
38
37

36

35
< 35

ajey Ueay

170
160
150
140
130
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110

100

90

N

80
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70
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50
40
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Pain
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Proteinuria
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Lochia

Normal
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Green
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

RESP
(write rate in
corresp. box)

Saturations

| | ) ) | )
94 - 100 % ----------------‘--------
| | | 1 |

<94 %
Administered 0, (L/min.)
40
@
=
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100
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RESPONSE Mol
[v] Pain
Unresponsive
URINE > 30
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Protein > + +
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" Clear / Pink
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake 5 _ upt T o |

Date | Time | Jaure Route NG | Diarrhoea | Vomit |Drainage | Urine ngr%E'Eg- .

Mouth L.V N.G
-08:00 am ]
09:00 am _
L ' [1000am NP(
11:00 am
12:00 pm
01:00 pm A

Total Intake : : Total Output : )
0200pm [0 L oo o™ \0\
soopm D | N |{oeuw]

Y 00| L | ® \o \ )ﬁ&”"/

\b\ os00pm| R) [ 106w Voond T 7 (W5
o600pm| e~ [\oam] o
07:00pm | L~ 106l )

Total Intake : (%, » (3 ywA . Total Output : PQ £ £ Y\
woopn| D) | )| Joowls Yoo (=T A
03:00pm | (19 | W; b\ Limowy) | -. B :

\%]}.mrﬂom ol | llpow | \p A

© [0 | oy & (e [ 1ooe) | AN - {goui-

oo O ¢ T Tro0e i
01:00am | @) ' ' |

Total Intake :  —g( L) Total Qutput:  \) — M—
02:00am | pgd 8 Vo [ D66 .
0300am | P L |7 1900) \

Np; 0400am | @ L_ 1000 ﬁf— , Ao 1]

\4 05:00am | @1 l(‘)bnj b ’M
06:00am| @ L . oo} c I!
07:00am | 4 oo\ e

Total Intake : ‘ Total Output : U— M~

Total 24 hrs. Intake Total 24 hrs. Output
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

1 g A

U IR

Geoompt. T Toee |

1 Nawre
Date Time of Fluid

Route

NG

Thrombo-

, . - : phiebitis | Sign.
Diarrhoea | Vomit |Drainage | Urine | PEeTES | Niree

Mouth

(A% N.G

08:00 am

09:00 am

W
foley's
L pon) ‘i({:@g@'

L 10:00am| O

M O B
/D fl/u

R

\ﬂ’\q/ 11:00 am

4
3

12:00 pm

[/ "

-

01:00 pm

g A\l

Ut

Total Intake : “Tal<en

Total Output: ¢\ - @ Q-

02:00 pm

L

03:00 pm l

/

0¢rY

r g

L B o 0

\\}a 04:00 pm

05:00pm | 2

7 NG
Y

X
.,Q(\ 06:00pm | |

07:00 pm \

17 [ “

Total Intake :

Total Qutput :

08:00 pm

. 09:00 pm

10:00 pm ,J

2T /4&%/—5 . /

(")
o
?\‘A\ 11:00 pm

12:00 am

01:00 am

VN
3
c

Total Intake: __1q o0

Total Output : U — M~

02:00 am

03:00 am

K

'\p 00am|
Qg{\ 0400

0500am | |

06:00 am

07:00 am

Total Intake :

Total Qutput: () — m™—

Total 24 hrs. Intake
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Total 24 hrs. Output
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake Skrding ! ﬂt “ "éﬁ.‘__i_,.; IV Site
Date | Time (?}a;ruri% Route NG | Diarrhoea | Vomit | Drainage T;‘,:%E%‘s" Sl'gge
Mputh | LV N.G N
08:00 am A\ ; ] o~ |
" 09:00 am 'g; Wi / i { —
%\q\ 10:00am | 4 | K" 6 Q _ o
\ 11:00 am } ( =
12:00 pm | /
01:00 pm / / l/
Total Intake : Total Qutput : \)-2Z o B
0200pm | ] ) P y 1 /]
w1 [ 4 7
5% 04:00 pm 5 o N / 7 7 X5 @_‘
Q\ 05:00 pm w L/ K" vi \
06:00 pm o ' P
07:00 pm / /
Total Intake : Total Qutput :
08:00 pm = A Y Fi
09:00 pm S | pd IR

Ny 10%pm| P = i Y/ b\(@

Q;Z\\ 11:00 pm 3\,&“ \ P : \/ \
12:00 am ool ™ / P
01:00 am M / 4

Total Intake : Total Qutput : LW — M—
02:00 am ! y ,
03.00 am d R i (

8o | 0400am D ‘ Y
‘% 05:00 am O ¥ S i) /\A\T‘ 3 \@‘/
O™ [o600am W / — )\

07:00 am v /. —
Total Intake : Total Qutput : /= M

Total 24 hrs. Intake
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Total 24 hrs. Output
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1. All measurements iri ml.

2. Add up eath column separately. Make additions across ihe page to obiain 24 firs. tota[ of intake and ouiput.

BN TR

"v‘,é%’%ﬁs

e

IV Slta

Nafure,
Date Time of Eluid

Route

NG

ﬁmﬂutput :
Thrombo-

. hlebitis | Sign.
Diarthoea | Vomit |Drainage | Urine | PREDIS | o oces

s Mouth

LV

N.G

08:00am |

09:00 am

~= 7

« {10:00am

at}

100am| -

12:00'pm

01:00 pri

Total Iptake : .

Total Output :

02 D{} pm

03.00 pm

1 04:00 pm

05:00 pm

(06:00 pm

T

07:00pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

. 02:00 am

(3:00 am

04:00 am

{15:00 am

6:00 am

1 07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake
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ATy st i
Dae:|[5) 4 | /> 1FHT |1+ ]7
Time : ;\T\’ eele | L1
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. C’ \\
without assistance. to completely turn self independently. independently. Cf Lf
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
Fre: ) Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;m:%:;;zgﬁsi;;? é B?dhdnt bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a \\
phy SREE and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every L “(
wheelchair.” shift in bed or chair. 2 hours during walking hours. [
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment: i f -

Sensory Perception

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

2. Very moist:
Skin is often, but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

4. Rarely moist:
Skin is usually dry, routine diaper

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position|
in chair or bed most of the time but
occasionally slides down.

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

W tq which d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing \\
5 : 4 :: e_xli)o:: Dampness is detected every time 8 hours. every 24 hours. L(
il patient is moved or turned. L’ o
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: I [

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : lessthan 9 |

High Risk : 10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14

| Mild Risk : 15-18

TOTAL SCORE

L

| Not at Risk: 19-23

Evaluator's Name

FIS,C
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regusar Turning Schedule . _
\ Enable as much activity as possible High density foam matiress
1518 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Aternating nressure matiress overla
Manage moisture, friction and shear ap y
ot Advance fo a higher level of risk if other major risk
factors are present
High density foam matiress
! Use the Same Protocol as for “At Risk” Patients o
13-14 Moderaté Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overlay
. } Follow the same protocel as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Your Right to a Safe Delivery
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1. Completely immobile:

Does not make even slight changes |

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Pﬁ,: Ny

and/or must be assisted into chair or
wheelchair.”

assistance. Spends majority of each
shift in bed or chair.

Moy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \.’ Lf
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
ket Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : i i i i i Walks outside th t least twi
of physical activity’ Confiried to bed non-existent. Cannot bear own weight very short distances, with or without alks outside the room at least twice a M

day and inside room at least once every
2 hours during walking hours.

1. Completely limited:

Unresponsive (does nat moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

Sensory Perception

2.Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

1. Constantly moist:

Moisture Degre Skin is kept moist almost constantly

2. Very moist:
Skin is often, but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

4, Rarely moist:
Skin is usually dry, routine diaper

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

skir:(;s‘:mcgse . by perspiration, urine, drainage, etc. | Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing q
P oi)sqt) i Dampness is detected every time 8 hours. every 24 hours.
2 patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2, Problem: 3. Potential problem: 4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely \,
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good position L(
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

Tissue Perfusion &
Oxygenation

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/d; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
>95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : lessthan 9 | High Risk:10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18

Noen No - RCH /FRM / CLINICAL / 119

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

QD7
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Support Surfaces
Risk Score Category Action (Pleass Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
\ Enable as much activity as possible High density foam matress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces .
Manage maisture, friction and shear Alternating pressure mattress overlay
. Advance to a higher level of risk if other major risk
factors are present
1 High density foam matiress
N Use the Same Protocol as for “At Risk” Patients -
13-14 Moderate Risk y . o Gel pads for high-risk arsas
Position patient at 30 degree lateral incline using foam wedges Alternating pressure matiress overlay
—
: Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in thair position frequently Alternating pressure mattress overlay
' Use same protocal as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
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\\\\\ CHECKLIST FOR THROMBOPHLEBITIS HOSpIeal .i?ﬁ.ﬂ?ﬁlf:ifﬁllﬁi
1
DAY-1 | =K\ DAY-2 AY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E [(N) (MY E M T E TN Remarks
| No signs of phlebits / ~ | s

1 IV site appears healthy Observe cannula 0 Qo o ° |»p |D el )
One of the following signs is
evident : Possibly first signs of phlebitis

2 |« Slight pain near the IV Site / / Observe cannula 1 WA DA | d,\ NA | NA ND
* Slight redness near IV Site
Two of the following Signs o

o Early stage of phlebitis /

3 | are evident: . 2 NA [ ND
Pain at IV site Redness Hemo Ganee AR | A M \ ) ™A
glfljg;rfr e SDlowy SHons are Medium stage of phlebitis /

4 o Resite Cannula Consider 3 NEA
Pain along Path of caanula A | DA VA NA- | NR
Redness around Site Swelling Treatment MA- f\} L

| evidentand Exenghe. | Advancad stag ofprieis o

5 Pain along Path of cannula tF?e s;aréof thrlorgboph[;ebms / 4 NA NS NA-
Redness around Site Te SR A S B R MA- M2 | A4 | oA N y
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain ;‘:;?:ggghﬁ%%}s"; 0

6 | along Path of cannula Redness i . 5 Ak |pNd NA NB
around Site Swelling palpable Initiate treatment Re site nir i ‘\ML A
Venous cordpyrexia Cannula

s Pt
77
Signature of the Nurse (& P M O | A

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phiebitis.
Signature of Shift In Charge :

SIgnature : ........ooevee @b, Name: ...... H"n ........................ -~ )9

.~ M- . AL IFTIRR L O IMICAL [ 497

Signature of Ward In Charge :

Signature : .........
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Patient Sicker Rai nb:"gw“’ . -
Children’s ‘ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | e
1 " DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / AGTION SCORE —m E N M E M E N Remarks
: No signs of phlebitis /
1 IV site appears healthy Observé cannila 0
One of the following signs is
9 evident : Possibly first signs of phiebitis ’
* Slight pain near the IV Site / s/ Observe cannula
* Slight redness near IV Site
3 Z\:éoet‘lgggﬁt‘followmg Signs Early stage of phiebitis / 5
Pain at IV site Redness | Rpsite Gannula
';\‘:,ligff,;?? following Signs are Medium stage of phlebitis /
4 Pain alohg Path of cannula Resite Cannula Consider 3
Redness around Site Swelling jIreatment
All of the following-Si
evident and Extelzngiilag:ns are Advanced stage of phlebitis or
5 Pain along Path of cannula tFt;e s}art of thrombopplebms/ 4
Redness around Site ‘ e site Cannufa Consider
Swelling palpable Venous cord |2 reaiment
Al of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redriess th_rombgphlebmds - 5
around Site Swelling palpable’ Initiate treatmerit Re site
Venous cordpyrexia Cannula
., Signature of the Nurse

NOTE : Phigbitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should cantinua for 48 hours post removal to detect post infusion phiebitis.

Signature of Shift In Charge :

SIGNALULE & cvvreeeresremrirsimemsssssmesssnnressares NATIE & ooeeereester e sereeresvas s e ssessebennnsee

Docu. No. : RCH /FRM / CLINICAL /137

Signature of Ward In Gharge :

SIONAIUIE ¢ e e reeeremeeenssrsereerservessas NAME  vovrerrrsreressereresenasemsiseresisessasnssessrses
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Date / Time
Choose Highest Applicable Score from each Category L4 I E } 71/ @‘I‘-" ! 6{/ = H ‘Z} Fall Risk Grading
Score I i 0y
Y
History of Falling Yes 25
(immediately or w/in 3 months) No 0 A O Risk Level Morse Fall Score Action
(MFS)
Secondary Diagnosis Yes 15 L 5
(more than one diagnosis) No 0 @ 6 N
Furniture 30 Standard Fall
Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 @ o ko)
Yes 20
IV / Heparin Lock or Saline Ne : Q@\QD % 20 Implement
0 Moderate Risk | 25 - 50 Moderats Fall
Impaired 20 rfte"eggggn
nterv
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 A 6 imploment High
Forgets limitations 15 ' Hiah Ri Risk Fall
Mental Status igh Risk =51 -
Oriented to own ability 0 &) D E]rtz\:igﬁggn
Total Morse Fall Scale Score: 35> |0 1)
Signature @ C @

Tick (v") whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
[] Ensure patients use their prescribed eye glasses if any, in the hospital
[] Use chairs with arm rests
[J Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCH /FRM / CLINICAL / 006

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance
(1 Hourly safety check
("] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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PAIN ASSESSMENT FORM e e
Date Time Pa::;ﬁ;c)ife Location Duration Acuity Character M;;Tg::g Pat:?d"l::af::“ ly Intervention Sign
] Continuous | [ Acute 1 Sharp (] Dull [ Increasing [ Yes N p—
N’ \{)\' Q{B"V\ @ N P‘- (7 Intermittent { (] Chronic [ Aching (] Burning | ] Decreasing | [ No Q/
[ Continuous | [] Acute (] Sharp 1 Dull 1 Increasing O Yes M A
‘EZ'} H P’f’ﬂ @ M - {J Intermittent | [] Chronic (1 Aching ] Burning | (7] Decreasing | [ No - @
0 [] Continuous | [] Acute (] Sharp 1 Dull [ Increasing [ Yes M N
U’H’ %ﬁ Np’ [] Intermittent | [ | Chronic ("] Aching (] Burning | [] Decreasing | T No S @
\ [ Continuous | [] Acute (1 Sharp ] Dull [] Increasing [ Yes A
J IF) ) Pv Olo N2 ] Intermittent | [ Chronic (] Aching ] Burning | [ Decreasing| [ No i
(] Continuous | [ Acute (] Sharp [ Dull () Increasing | [ Yes
IH\3 |10 A Ay
\ \ Am oli» [1 Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No Jhadh Q
[l Continuous | [ Acute (] Sharp [ Dull [ Increasing | [ Yes
Bl g
T e Pm 0\Io ) ] Intermittent | [J Chronic [ Aching [ Burning | [ Decreasing | [ No b €
/ pre ] Continuous | [ Acute (] Sharp  [] Dull [ Increasing | —Ves ®) ff{" &
is { F ()QJTY} o/10 1 Intermittent | ] Chronic (] Aching (] Burning | [] Decreasing | [ No
U] Continuous | [ Acute (] Sharp (] Dull [ Increasing L] Yes . %
A W}QG o | O [ Lo rd— | O intermittent | 1 Chronic 1 Aching [ Burning | [ Decreasing | (] No NP
) \9 o [J Continuous | ! Acute (1 Sharp ] Dull [] Increasing (] Yes < i @
: Uw\ olt (73 [ Intermittent | T Chronic 1 Aching 1 Burning | [ Decreasing | [ No v
1 Continuous | [] Acute 1 Sharp 1 Dull [ Increasing [ Yes
Ol (9 ; ) . e
\%\A @\)m \ NP [} Intermittent | [ Chronic [ Aching [ Burning | [] Decreasing | [ No L é/

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours
c¢)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b) Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

(PT.0)
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PAIN ASSESSMENT TOOLS

FLACG PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstelric and Gynecolegy)
| 1 ] | I | I

O ——

No Paln

COD®®®

No Hurt

1
I | I 1 ] ! I L I
2 3 4 5 6 7 8 9 10

Worst
\; \ Passhbia Pain

Waong - Baker (Pediatrics) Abova T Years

Huets Littie Bit Hurts Eittie More Even More Hurts Whols Lot Huris Worst

J SCORING
CATEGORY
0 1 2 .
| occaslonal Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smie withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or le‘gs'l;rawn up
| Laying quietly normal position, Squirming shiffing back and
Activity m'gxlfeg guasil; i foqrm'. b Arched, right, or Jerking
Moans ¢r whimpers occasional Crying sieadily. screams of sobs,
Cry No Cry (Awake or asleep) complaint ‘ requent complaints
- Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month) .
L &
Assessment Sedation Narmal Pain / Agitation
Criteria
2 -1 0 -1 2,
3
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irvitability stimuli minimally with painful | Irritable Intervals consolable | continuous cry
stimuli Inconsolable
Behavlor State | No ardusalto any | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Litle spontangous , | Arouses minimally / no moyement
movement movement .- ’ (not sedated) = wl, !
Faclal Mouth is fax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extramities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent ' Continual clenched /
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tona Normal Tone or finger splay splay
‘ BodyIsnottenst | Body is tense 7
Vital SIgns HR | Novariabilty with | Lessthan10% | Withinbaselineor | Increase 10-20% | Increase heater tan 20% from ° |,
RR,BR 8a0, | stimuli variability from normal for from baseline baseline, Sa0, less than or 1
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
TEcovery fighting ventitator :

o
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NURSING SHIFT HAND OVER FORM - WARD

Treating DOCIOr: ..ot Department: ........ccccovvvveeiiiniiieine Date of ADMISSION: .......cvvrrrrrrrrrrrers
Z | Diagnosis: ' Any Infection: ClYes [INo [ Not Known
5 [3CS s
= If Yes SPECIfY: ......cccerereniriccrncceieisencaennns
=
w , q’ d“\qs
2 | Area \¢ X
= : \ &

g Shift Time U C 9L W( ~ (A A\
% | Medical Condition
= | (Any special condition to be noted):

Y
wp S y\ﬁé -

Allergy: O Yes (3o Yes j2No | D) Yes ZNo | O Yes CND | O Yes(L#No | O Yes C No
Tubes/Drains/Catheter: +Yes CINo | es 1Mo | O Yes-£TNo | O Yes C1.NG | O Yesy’No I Yes CINo
1 f_‘ 7 )
Vital Signs: Temp: | A% - [ oo~ [9%-1¢ ad- v R
= Res:| Q0 | A6 |22hm| 2007 | e0\n
z s00; | A0( [ qor | aaTl [ ol | aaf
% Puse: | €5 | ¢ | ¢SHm| Sthir~ | HIm
w 3
2 8P: [|20]80] nolwu | 120/g1 [Ws)4e  [WANG
Fall Risk Score: — — < = —
Pain Score: . - - - -
Safety Needs: — . -~ -
@ Physiotherapy | Yes =Hho | C Yes ONo (O Yes [-No O Yes [No{ 01 Yes (zNo [ Yes T1No
[=]
_.E. Others Specify: — = e
= Special Diet: |0 Yes =No |0 Yes [N0D | O Yes b |0 Yes [-No | O Yes CiNo |0 Yes I No
=
S |Other Special Orders / Medications:
o= —

Post Operative Procedure Special Orders:

— vkép,
] al
Handed Over By Name : N D‘,%J/‘«\ r&f\ﬂ;\l A 0’3}\0 %‘\W\ &Mm[v
&
e

Signature : . Gd D ;
Date: o]+ | s [ | peyahd |G thy
Time: e | gén Oan
%QW\ N 28
Taken Over By Name : m)@""\’ R“\:s\mw qs\ \4‘7\’*
Signature : ‘@/ R L
Date: W e |\ :J’ hb
Time: 1\ % &) Cf,&‘“
N

Docu. No. : RCH/FRM / CLINICAL / 097
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orawamany Children’s | @ BirthRight
Tt takes 2 ot 1o freat the e, S:::fi:gh(loaﬁafeb-ﬂmry
USSR tiospltal | @ gmmmoneros
nuRSING SHIFT HAND OVER FORM - WARD
Treating DOCION: cuvvvviiciiviicsieeenvtrmtesersereerses e eseeesens Department: .......ocvcinerccinserissassanrens Dafe of ADMISSION: ..vvevvevssvcesersersseses
=’ | Diagnosis: Any Infection: OYes; CINo [ Not Known
E If Yes SPECITY: ..ccvveeicrrernrerermncrrenneneeeninsnanne
=
i H
= z o
= Area . ". . Y
= Shift Time
% Medical Condition .
& | (Any special condition to be noted):
s
Allergy: DYes ONo -{1Yes ONo|DYes ONo (O Yes ONo O Yes ONo|OYes CONo
Tubes/Drains/Catheter: O'Yes 01No |01 Yes C'No |03 Yes T No |1 Yes CINo |3 Yes OINo |0 Yes OINo
Vital Signs: Temp:
£ Res: .
& Sp0,:
2 Pulse:
2 " BP:
Fall Risk Score:
Pain Score:
Safety Needs:
" Physiotherapy | Yes ONo O Yes ONo |OYes ONo|OYes ONo | Yes TNo|O Yes ONo
=
:-_g Others Specify:
E Special Diet; |0 Yes ONo O Yes O No |0 Yes UNo{O Yes ONo|DO Yes ONo Q Yes OO No
E
§ Other Special Orders / Medications:
-5
Post Operative Procedure Special-Orders:
Handed Over By Name : *f?‘ 4
+ i
Signature:  ,° ‘3
Date: ! v -
Time: . r v
Taken Over By Name : v ; !
Signature : '
Date: s N :
Time: b

Docu. No. : RCH /FRM / CLINICAL / 097
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IMHNIIIIIHIIIIIIIIIIHIIIIMIIII URINARY CATHETER BUNDLE CHECK LIST e .i’*?:;’i?ﬂ“:?ﬁf:‘?":f,
Date of Insertion: ....... téfa-fﬂ(/ég ........ D,a\te of Removal: R

Parameters Date Shift Time ‘ 5?, 1/‘ ) ’

Need for the Catheter Yes SND =¥es- [INo D}es CINo | ClYes CONo | [lYes CINo | [lYes [INo | ClYes [INo
Hand Hygiene (E'rfes [JNo | ~Yes [JNo q/Yes CONo | OYes CONo | OOYes CINo | ClYes CONo | ClYes [INo
Usage of Sterile Equipment (Z./Yes [INo | TiYes [INo EhYes CJNo | CYes CINo | CJYes CINo | ['Yes [ONo | ClYes [INo
Is the Collection bag below the level of bladder Z(es [INo | <fYes [INo D%s Nor Dﬁ(eb &No [JYes [ONo | CJYes [INo | ['Yes [INo
Check the Tube for Obstruction (Free of Kinking) zﬁas CINo | [1Yes [INo JYes%ol L%Z{Yes’ﬁ No | [lYes [INo | [IYes [INo | [Yes [INo
Is Catheter dated as policy /Cl/Yes CINo | TCiYes CINo ["tes Sl Y é‘@v@@ﬁ “1Yes [INo | [JYes [INo | [JYes [INo
Collecting bag is been emptied regularly? “IYes [INo |=—-Yes [INo FhYes [ONo | ClYes CINo | (1Yes CINo | ClYes [CINo | [JYes [JNo
Maintenance of closed system for the catheter Z@s “INo | LlYes [INo ﬂfes [ONo | CIYes CINo | ClYes (ONo | (JYes [INo | [JYes [ONo
Dressing clean and dry? &‘@s CINo | ¥es [INo u*es [ONo | ClYes CINo | CIYes [INo | [1Yes (INo | [lYes L[INo
Is the line removed as Policy? /Er{es CINo —=Yes [INo | [ \)Ys [(ONo | ClYes [INo | ClYes CINo | CIYes CINo | COYes CiNo
Performance of Perineal Care (Q’@S CINo |—=HYes [INo | I 'WY%S [(ONo | [JYes [ONo | [lYes [INo | [lYes [CINo | C1Yes [INo
Onset of New Fever EYes/DNﬁ [1Yes —=tNe- DY}S [ONo | OYes CINo | OYes CINo | COYes CINo | CIYes CiNo
Asses for the leakage at the site of insertion ZW{es “1No s [1No i/ées [INo | [lYes [INo | [lYes [INo | "lYes [INo | CIYes [INo
Name of the Nurse M l é'ﬁ @l Wity //

Signature of the Nurse @ Q)j/

.

Docu. No. : RCH /FRM / CLINICAL / 114
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CONSENT FORM FOR ANAESTHESIA R ans ‘BirthRight’

Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the iittle. Your Right 1o a Safe Delivery
Patient Name : M R. 5 MI ’J’I\.Q\B Y. Age: .. .. Gender : Male O FemaleD/
Surgeon Name: ...... /}{‘ﬁ“’\ﬁﬁr ...... AN A
.. Operative procedure planned : ...... U (,_’) ...... Cﬁ\}'__/’. ..................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and does
not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief without numbness can
be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the following medical problems and |
have sought necessary clarification on all my doubts.

O Heart disease O Hypertension O Diabetes mellitus [ Renal failure
[ Hepatic disorders O Shock O Multiple organ failure lytrauma/Renal Tubuiar Aamdosns ._
O Incapacitating Cronic Obstructive Pulmonary Disease .WS S——. /’?{]Qﬁm‘“ fQLél/ ....................................... =

« Doctorto documentinmedical record also if necessary (Cross-outif not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY .

| hereby authorize Rainbow Hospital & its authorized doctors to perform upo@my patient the above mentioned operation / Diagnostic /
Therapeutic procedures.

| authorize and give consent for anaesthesia (_;I,Regl/onal / O General Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and
answered my specific queries and concerns about this matter. | have read and understood the information provided in this form |
acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific to my individual circumstances,

and| have considered them before Consenting for anesthesia.

| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some injury atthe
site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

| authorize the anaesthesia team to perform any additional procedures (for example, Central Venous Pressure line, arterial ling, use of nerve
blocks for pain relief, changing from regional to general anaesthesia etc), which are considered necessary by them during the course of
surgery. !

That | authorize and give consent to the team of doctors attending on me to administer blood products during the course of operative period
and immediately thereafter in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the
Anaesthesia. )

I have been explained all my queries in the language understood by me.

./ Patient m%\ " Witness :
'Y

Signature : . /‘/\ _J,' Signature : .
Name : V'M1OM Name : m oh o‘ T’YV‘J M"" >

...............................................

Relationship with Patient: .. 8‘6 ! \’?' Date & Time : }ﬁ—-@']%%

Date & Time : .. \[;’ 3’{2—[;\ @'Z,U(FM

Doctor (who is iaknt the consent) :

Signature : ..... N b Q»KOL-ILW evnnneennnenes Datte & Time : Ié/ WL 2/7 =

Docu. No. : RCH/ WAL/ 021 (.U ;{j




z
Department of Anaesthesiology Eﬁ'l? db;%vr‘:fs ® Birth Right
PRE-ANAESTHETIC EVALUATION Hospital . BY RAINBOW HOSPITALS

It takes a lot to treat the little. Your Right to a Safe Delivery

Date: ... /é o S TIMe: .o 20 i S Proposed Operation: . AALL Cad
| A o / I, 7
Diagnosis: ...... 51&“‘"{4%& ¢ ngWFWﬂ@l?/bL/MQ/%VEW/ .......................................................
pp/cRT1205Y. wr M. weight oo ASA Physical Status:  ©1 =27 03 04 005
‘ . 0 Laboratory Data:
Hab: (D(‘ Glucose: /j[Pb%WLPmtem HIVG s Nssiasssssen YRR s
) 1
PCV: 7, 17\ 1]} L e S AlB: osinaasisussssassionsionians HBS Ag: .. AUL ECE: inmsmammsmans
WBC: ...... Q a![*(; Creat .oooevvceererererensseeens Total Bill: ...vvververrenrne HCV: .. fmesiinne 2D EChO: e
Plate: 2“0& NE: oosvmieiiimmsmrrnin O Bl Blood gmup.qf?.[!j{‘o Stress/Anglo: .................
2 Ko oo LDHE e L IR Other: ..o
PTE socosnnamsavnis o T T T | o 1| (> - j——, [T F———————
o MO+ 4+ . AMYIASE: e |1:1, PO —
Gt cisoencnmsssrmissssniaie SGOT/SOPT: -vviviaiizis

Allergies: Al N

Medical History: ~ Ovs: /. ,
resP: Ale oot edid Mdlow)  vavees:Lom o Og—
o fppnn " NG ’
i
/

v

Hepatic/GE:  / Physical Aetvity: A/l -1 il
Others :

Renal :

Past Anaesthetic History: 5., . 2. NV b ca—

Physical Exam: M«.@Aﬁmf/ . -
Airway: MP 1( 2\} 4 Mouth Opening: Mﬁ’/ Mentohyoid Distance?;% Neck: @ Teeth: /zz"\»&’é/’:
wis: /LAT () tAoan of MMMH

Heart: Sif( ot ,

CNS:
Pregnant =¥es [INo CINA Venous Access Site /M/WUUJSpine Exam for regional : /LW
Anaesthetic Plan: [JMAC g.necm [ GA-ETT [JLMA /N

Peri-Operative Plan Explained to the Patient: M 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

7
‘ ‘ e 1. DVT Prophylaxis : en Mo
MFTFCM“M ?(Un- /2‘9 ( . / 2 NIL 0RAL<:WaterIORS 2 Hours /
) : ) e Mty ’ Others 6 Hours
MjLonogm &€ (}[( 3. Informed Consent:_>-8tandard [ High Risk
2 : (b 4. Post Operative Pain Management; D‘:Diseusﬁd with Patient
5. Other Instructions:




HNH-00015813
Mrs FATIVA Begyy 200008862 .
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Or, SWATH) 1y Rainbow® Py

Uiy~ e o R | Eramon

Your Right to a Safe Delivery

\

BYimizp

1t takes a ot to treat the littie.

Pre Induction Assessment:

Change in Patient Condition: (] Yes }40( Fasting Status: [W/
Physical Status: [H/Pﬁtientldentified _Lx Consent Present A Chart Reviewed
Fa T
T v
HR: 59 B.P / CRT: MS[?’?ISDO é‘l&/ [RR___ (€ lLastFeea%NV'
Pre-OP Diagnosis: L AIMUMAIDA ENCON 20" operation: ... /EC0 pate: JE/F........
Surgeon: %M//% .................................. Anaesthesiologist: ?J/.(M“’ .......................... Technician: _‘(W’*#%/‘ / /ﬂj(ﬂ o
TME LTI [$1Y] Y
N,O/AIR/O, LPM -~ 7 1 i
HALO /SO /SEVO Antibiotic =
Drugs: MAEA, ’
r/‘x"! m AN ";Jb Ps l! Lf 1;[‘ v Suppository
PICLofprAd
[elodivd
1Ay
Blood Loss f"?‘
5 755 A VAN/AWA I v (6D
Eca BN Tl [ n
Temperature
Urine Qutput NOTES
H A AN+ g
23 { - -
E23
8P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 48D
Tourniquet on Time
Tourniquet off Time 180
140
Throat Pack In v
Throat Pack Out 1208
4 LLA
100 Y Y A
80:\ Py
60| Y
40
20
10
0
| A&
LAB Values
GABS
z Others
/Q/Equipmem Checked and Temp: Induction Regional:
Fupctional ] HME ] Fluid Warmer ar [ Inhal Extremi Specify: ..
M '/ v [ Cling Film [ QH Warmer [ PeD, 1RSI pinal [] Epidural I:ICaudal
[J  Cuff Site: . 2. (] Hugger‘sdj ] Cotton Wool [ Otkers Others: . 4.
rt Site: . er -~ . . Positio s 1 “
/Z)KG Lead Z’t ,Q%J) et LU 0 Ma 1 5GA 2
O Tomp Site Times: b m 0 Airwi ] Oral [] Nasal Site: .2’/ ® P
j FI0. Mariitor Anaes Start: ..........7 F ETT#\ oo @i, €M Needle Size: .4 é) ADRPN:
O ?nt Monitor OF B sl 1 Oral [JNasal [ Cuff Parasthesia []Yes [ No
,Z)!;'glnse Oximeter OPERd: .oovoveenes &Um [ Tracheosipmy [] Topical Catheter at SKIN ...................
[] Capnograph Leave OR: ... L’ LI DrUgE e\ DrugName&Concf
] Ventilator Anaesthesia: O] Awake (] Direct Vision Bolus"?f' }'(,.J’Lrlﬁsf = INTATYY
[7]  Nerve Stimulator . [] GA [T Video Laryngoscopy [] Stylette / Bougie Infusion: .
. . [J Monjtored Anaesthesia Care ] Fiberoptic Block Level: ?[f ’?/ k.. (..47 L\ﬂ/
ORI oo tmnhoiss egional Blade# ................ | Attempts: o
L) Pressure Points Checked DIfFICUItY WHY? coovooNoveooeseeeesse s sensssnees
Line (Size & Location) Transportation to
Eye Care: . [| Bilat = BS L1 Liicu (] Other
L] Oint TVART: g [ Semi-Closed Circle Glaxant Reversed (] Yes [ No /QN‘A"
L] Tape ,Q'I‘V/ Sl lfel VW [ Closed Circle ’\,/m
9 Pagding ? [ Other Name of the Doctor :. (D,}
J~Awake Signature of the Doctor :....
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Dr. SWATH| H v iizo ¢ t;’ff: .
i S | @ pirthRight
I Children’s | 8 BirthRight
Hospital . BY RAINBOW HOSgTALS
It takes a lot to treat the little, Your Right to a Safe Delavad
POST-ANAESTHESIA CARE UNIT RECORD
Received in PAC%Ex : i M’m Time Received : .......... L& 6('M\ Time Discharged : ....... 1.&8?0{ .......
34
i T A — — 2% | v Cannusa Site : R&W
w 230 230 | ] 0, Mask ] Nasal Prongs
% gfg gfg O Tracht?asmmy 'E T—Piecel
g 200 200 | [ Oral Airway [ Nasal Airway
o 190 190
= 180 \
= 133 170 | Vomiting : [l Yes A0 Drug: TO’\JUQJTV\,
3 = 190 IngTobe: 1 ves o
140 140 i r
X o bese Drain; ] Yes ){No
120 N L 120 UrinaryCatheter'J;{)ms [ No
uj} 11(132 - - AL A :103 Chest Tube: [ Yes
- | N oral O] Yes / No
L ® L Y o | wris: . p\ L.-
[72] 50 50 Oral Feeds: .
= 40 [ = 40
NG .
10 10
0
SF‘&
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 20 160 1 %0 ouT SCORING INTERPRETATION
promfeflacidefoniairepltpintab b g R — 111 (2] 9 | A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Disch arge
Able to deep breathe & cough freely = 2
Rﬁiﬂ.nc“ RN o AN ‘L L i‘ L Exceptions to this, are to be explained in the
520 f P Kot i =2 space below by the Discharging Physician:
SR s w1949 112
Ei%ﬂ:avg?:%p;alling EE CONSCIOUSNESS 67 & % ‘L
Pink =2
E:Leﬁ:‘;g:ky. blotchy, jaundiced, other = El COLOR ﬁ) ‘L, QL %
TOTAL q 9\ \O \ ()
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
\BY [ 5P Moo/ /«5
X piwm o worrma IR
y ! A
« 20pn 0\© @
o]y | €-30p \ Ao LY
ar | Jpn | ©UO - (Mg
Pain Tool Used: [ NPASS [ FLACC [J Wong Baker Reassessmeni Frequency:

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name : Nowed et

PACU Nurse Signature: L
Date & Time: vo\al 26

CINPS

1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b. After 24 hours every 4 hours
¢.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

254 Aflooy 203

Transferred to Unit by (PACU): .
Date & Time:
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Rain' ow® ) e
Patient Sticker Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the bitie. Your Right to a Safe Delivery
Department of Anaesthesiotogy
EPIDURAL ANALGESIA RECORD
D1 U TIME: coerreerererreerreeene Procedure dong DY ...ttt seissnsenseanes
CSE /Spinal /Epidural Position : .....cccoeerunee SPACE fuvvreerrcrirarerineesrinrerseneas Technique (LOR/LOS) ....vovvvereeneee.
(D111 OO Catheter at SKiM: .o.cveeevvensereceensorenrscsanses AHEMPIS © v
Parasthesia : YBS/NG if Y8S QBLAIIS © .vvecceeeiveererrevnrnenrsieertriere st s st s e st sse e ssssssesesssssessesesssssarasssessasssssssesssesassssenssssasssarsnss
SOIUHON COMPOSIHON § cuvveveeeircrninsersiseisnnsessassesssresntsessscasessssessensssassssressssssesssersarsonsassesssnsnsestessenssonsnsessss et ersassssas sossmsseasons
Any other issues :
) errrrerersarnarareasatnrsaess s e AT O RO R SRR 4R RO RS EA AP PR SRR SOL TR O RO EROR SRR SR KRR A AR SR RSSO R R RR bR SR R e s R R R s
D) ettt ettt sttt vt s ae e e e eR R et e e s emn s emeReeked SRRSO SRS SR E S SRR RS RS ESa TSRS R SR TSSO RS RO R R RO RS E SR s RO RS
i Maternal
Time '“"if['l‘,’,'l‘,ga‘e Bolus (ml) Leﬁ""‘;fi'gm 2> [ pucs| FHR Comments
oo
Delivery Details :  TME : weoveorseseeeorecreene APGAR: «..oooorereerereee SVD/ Instrumental / LSCS (if USGS Details)
Catheter Removed by and Tip INSPECIBA’ .....veeeer et estesseensssassbessssssessssasssssssssensbessssssssens eeresereaeses seerrsensuaseaperens
PAHENE SASTAGHON £ vevvererranirerserisrerssronesnssnsessossssssessenssnsassassasssessanssssssssasessssensassstassassnsessestsessesssssssnssnsensanssssssensssesensonsas

o

Discharge /Shifting ordered by
DOCIOr SIGNAIUTE: 1ovvevrsurcrssserssssnnncsserisssssemssremsasessessesissassens
DOCEOE NAITIE: ...cveereiencmrnsrererssarecvarresrssssssersassesnsressernassarsess

Date and TIME. . wuverierssesreriserasnenssssssssrensassasssssasassssssressassanes
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- BEGUM ey W . ‘ i
el mase T R ows | @ BirthRight
i - Hospital . BY RAINBOW HOSPITALS
I“ Il“l““lnm"“lml'l‘“ ||| mahualat?nmmelima Your Right to a Safe Delivery

CAESAREAN SECTION OPERATIVE NOTES

p A
' . ) Date of Delivery: |G| Hrat
Surgeon's Name: (1 . m N | | y = %
Assistant Surgeon: Dy - Swoapra ,D.‘.yvg,w';].‘,k Time of Delivery: 3+ aq proy 4o
Anaesthetist's Name: ). @, ) Gender of Baby:  pgete Femele
Type of Anaesthesia: Sﬁr\‘\.ﬂ-g Weight of Baby: |-}y kJ a | g_gl,j
f .
Neonatologist: D~ Promay AGPAR Score:
[ H H . 1 .
: NICU Admission: &fes ' No Premn
Scrub Nurse: gm?ftm Pt . hards
Pre-Operative Diagnosis:
N . o= -
- [ Elective o Emergency Indication: .+.(2C08:. ~hesx. T ~Abs et 420°(
Urgency

1 Immediate Threat to life of woman or fetus

[ Maternal or fetal compromise not immediately life threatening

Fd No maternal or fetal compromise but needs early delivery
¢ Delivery timed to suit woman and staff

Decision time: ................. LD
CTG Description: .............coocoocoo.... X TR o L SN,
If there was a delay give the reasons: Iy =

.......................................................
................................

, Surgical Procedure: & s
s Mw hey ~+ B’[me ;

Post Operative Diagnosis:

P e

Peri-Operative Complications:

Amount of Blood Loss: eJ Loow),

Name and Number of Surgical Specimen sent for examin

Bl bk iSeg.

N |




Examination Findings when Appropriate:

o

Presentatiop~ Cephalic I Breech 1 0ther ................... Cervical Dilatation: ............... O}W ................. cm
Sth PAIPADIE: ..........ovoveirerecee e Fetal POSItION: .........cc.ovvrvicieic e,
Station:x (-3 (-2 O-1 00 O+1 [O+42 Moulding: [INone [+ [J+4+ []4+++
Caput: 0+ [I++ [ 4++ Meconium: INone [+ [(I++ [1+++
Bladder Catheterized : 7 Yes 7 No Urine:, &+Clear [ Blood Stained

La e Mn?.s’)
Skin Incision: 7 Pfannensteil (1 Transverse "1 Midline O Other .= L YUS . weel Tome)
Uterine Incision: T Lower Segment [ Classical Cllinverted T 1 J Incision— |S™ fow — Breec b/
Previous Scar: [ Intact _! Thinnedout _! Ruptured ,@Né Scar e&‘if‘o*fv— ,
Incision Through P}acent : [ Yes <= No e lovan i | QA 4D C"f""‘

. - i )
Delivery of%ﬁ‘:fé’ﬁa%ﬁ C1 FOrceps —(3/, 4wt ol —btr meclidle D Pmm~7 5 M
Liquor: “Tlear [ Meconum: 11 CIl I~ CJBlood Offensive . Not Offensive
Delivery of Placenta: [1Manual —TCCT ..o = Complete (] Incomplete 1 Piecemeal
Cord Appearance: ............... s AT Cord around the neck [ Yes N0
Appearance of placenta: ..... (N LEar A Lo S Cavity explored  £T¥es 1 No
Uterus, tubes and ovaries:<=Normal 1 Not Normal Sterilization: _=+Yes [1No

- |—8
r Uterine Closure: ~ One Layer =TWo Layers  eeeetlinifle “""'0 .................... zuture
- : o uture

; . [7Pelic _fbdominal O None 7l TTIEL MR Lt R
Poligeal Closure: =052 7 T voml P Suture
St C'“”Z, I R * ¢ ST o o W Suture
Fat Closure: —Yes /N0 [ 2.0

= catar [T Matitess 0 e 4 b o ey SUOVOR s S Suture
Skin Closure: &ibouticular 1 Mattress =
' I No
ineal Evacuated AYes _ - .

Yagenes TlYes (NG [JREMOVEIN cooovvmnmriiirnneees days [ Await mstructi.ons
Dran #Yes [)No [I1Removein ... e csons days ) Await instructions
- ents count comect? =Yes L1 No 1 Post-op Antibiotics i - 5

Swap & Instrum “INo [ Thromboprophylaxis Yes L[INo




Surgeon : ) S’waﬁn) ..................
Asst. Surgeon : P Sun{mﬁ,/)vﬂém N

Anagsthetist : ..[h.: S’amm .....................
Scrub Nurse @243

SURGICAL
SAFETY CHECKLIST

HNH-00015812 1P26-00006862

Mrs FATIMA BEGUM
0&0‘-1”1 a5Yam120

||I||I|II||||II|II|||I||I||!|IIlI|I||

D
...Age: 52.... Gender: .F..

lame: ...........
Date : .IA,(I[ZC ...... (51111 T

2

Rainbow’ . g b

LSCS Children's | @ BirthRight

SRR | Hospital .w%ﬁm
DUk connsiomr AT R S S

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned

TYes N0
}Xes’o No

)ﬁzmo CINA

¥ ONo CINA

s CONo CINA
)

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

What are the Critical or Unexpected L\Q”\’x

Steps, Operative Duration, | fut e/ fﬁ

Anticipated Blood Loss? |00 vﬁ CNes ENo CINA
Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns? %o CINA
Nursing Team Reviews:
L{si No CJNA

Has Sterility (including indicator resuilts)
Been Confirmed? are there Equipment
issues or any Concerns?
CYes CNo CINA

Is Essential Imaging Displayed?

Signature :.........ccvevvvrenres k ......................................

SIGNIN  Time... 21000 TIMEOUT Time._ 2. 35 477 SIGN OUT _Time:. B4 1S £,

Patient Has Confirmed , Confirm all team members have _ / / Nurse Verbally Confirms with the Team:

Identity _Hes ONo Introduced themasives by Name and ““'E/Z'WS ONo The Name of the Procedure Recorded  j#%es CINo

Site L¥es CINo Surgeon, Anaesthesia Professional and ° That Instrument, Sponge and Needle

Procedure C¥es CINo Nurse Verbally Confirm / Counts are Correct (or Not Applicable) fﬁas CINo CINA

Consent ¥es TNo Correct Patient (Check ID Band) ~ #Yes__No The Specimen is Labelled (including
Site Marked CYes CNo LNAT| Correct Site Bs [ patient name) J2Yes CNo CINA
Anaesthesia Safety Check Cumpleled OYes-TI1No Correct Procedure OYee“No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning CYes T No Anticipated Critical Events Problems to be addressed O¥es NG CNA
Does Patient have a: Surgeon Reviews:

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

di{es ONo

Doc. No. : RCH / FRM / CLINICAL / 111




PATIENT TRANSFER FORM

/J’

I\

Rambow . R
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litthe. You rRIghlmaSaleDel ivery

Patient Name & UHID No. Date & Time of Admission

04-04-1991 BYaM12D  (F)

Date & Time of Transfer Order

s T 16)2/26(0 VI 1 @135 A

Dr. SWATHI H V

IR Bt iy
Dr . Saywisn

Reason for Transfer

Q@%ﬂwaf en

From Unit To Unit Information to Attendant
Yesi " No| |
0T Pre - Bust
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Yes[ ] No[=~
2’4 o If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity

" RL \

2.

3.

4,

5.

Shifting Summary / Notes Written by Doctor: ~ Yes| .~ No[ |

Name & Signature of Person who is Transferring

Sx.. Nafa.ska\ Ww

Name of Person Ordered Transfer

Dy- Sammin

Patient & Clinical Records Received by : &,QP/L e )‘01

Date & Time of Patient Received : \ }) ﬂ L @ LL 12 £ ﬁ‘}q,\

If the transfer order time & Completmn time is more than 30 minutes, please tick }he reason mentioned below :

"] Unavailable Bed [] Nurse not Available
Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Available Bed not ready
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Mrs FATIMA BEGUM
04-04-1991 3syamM120  (F)

"

OBSTETRIC TRIAGE ASSESSMENT FORM

"

\

Rainbow® ) L.
Children’s (4 BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot taytreat the littie. Your Right to a Safe Delivery

Date: \[@]a—,% Time of Arrival: ... P\

1) Level of Consciousness: [ Conscious ] Semi-Conscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

Time Seen by Nurse: QIOP’YV\

CJ UnConscious

(] Severe Pain / Moderate Pain
{ Bleeding PV: Slight / Heavy
[] Decreased Fetal Movement
] No Fetal Movement

[ Preterm rupture of Membranes / Leaking Water PV

L1 Preterm Labor/ Labor

) Spontaneous Rupture of Membrane / Leaking Water PV

C1 Other REASON: ......ceevieeirieiiiiicieeriiere et sn e e aeneas

3) Vital Signs: Temperature: C{%}'P Pulse: %‘Q. RR:..0MD. Spo;: Q{O{,}/ BPH@};}/ Weight: .............
4) Gestational Criteria:
Gravida: G P L A
e =B e e S Gestationdl Age: v s e
Uterine Contraction [ Yes )Z’No/ T1NA | Onset Time Frequency:
Membrane Rupture CJ Yes Jﬁ) CINA | Onset Time Fluid Color:
Vaginal bleeding [ Yes /JZJ/NU TJNA | Onset Time Amount:
[ 8
. K If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes No | CI NA Pain Abdomen / Vomiting
Good fetal Movement ‘Q’(es CNo | CONa | 1T Nospecify:
5) Pain Screening: Numerical Pain Scale (NPS)
L 1 | | | | | | | | |
| | | | | | | | | |
i 2 3 4 5 6 7 8 9 10
o Paln ’ Worst
possible pain
TN U021 ) = O PN, S s e
o DUrAtion: ..o e Days / Weeks/ Months (Strike out which is got applicable)
I G £ e e e e e e
» Frequency:.....\........
C (11 (=1 7101 (0] 3 OSSO
6) Past History:

Docu. No. : RCH /FRM / CLINICAL / 098

a)  Surgeries: ........ooceeiiin)iiniinn

b) Medical: .................. 5N

(PT.0) /




HNH-00015812 |P26-0000862
Mrs FATIMA BEGUM
04-04-1991 sYIM12D ()

T T —

7) Allergy: O Yes D/NU, BYBE . it o s ey e R sty ARG A S e Nk A
8) Current Medications: [ Prenatal Vitamin = [INONE 1 OETS: ...oooveevrveveueccereniessicecsiciesniesssseess e
9) Prenatal Medical History:
[ Nene [J Gestational Diabetes
CJ Chronic Hypertension ] Low placenta
] Gestational Hypertension VOGS EV0S, SPBOIY oo mssians
LI Diabetes
Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
C1 Category II: Emergent (Time to Physician: = 15 minutes & Reassessment: Every 15 minutes)
1 Category llI: Urgent (Time to Physician: = 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: <= 60 minutes & Reassessment: Every 30 minutes)
U] Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)
0BCU Obstetrical Triage Acuity Scale (OTAS)
Level 3
0TAS (Urgent)
e Bp— _
Re-Assessment Every 15 Minutes _ 0 |
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
4 Weeks
- Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
; : pain <37 weeks (>spotting) >37
weeks
; Mild hypertension
g Hypertension > 160/110 i
i seomoo | o v | LY
disturbance, RUQ pain symptoms
Z ) Atypical FHR tracing,
e 3 Abnormal FHR tracing
Fetal Assessment abnormal dopplers
IR \lon-Fetal Movement Diseased fetal movement
Others. « Acute onsite severe « Major trauma « Abdominal/back pain « Ongoing assessment | = Anything that does not
abdominal pain « Shortness of breath greater than expected in | from out patient clinic seem to pose threat to
» Altered level of + Unplanned and pregnancy ) (for hypertension, blood| ~ mother or fetus
< consciousness unattended birth + Flank pain / hematuna work) » Cervical ripening
+ Cord prolapse + Nausea /vomiting and | « Minor trauma (minor | « QOut patient placenta
! « Severe respiratory for diarrhea with MVC/fall) previa protocols
distress _ suspected dehydration | . Nausea/Vomiting and | » Pre-booked visits (ie
« Suspected sepsis for diarrhea Rh and progesterone
- Signs of infection (ie injections, NST
dysuria ,cough, fever, | » Assessment for version
chills) » Rashes
4 =
Time seen by DOCLOr: «.....vee........ 9 (5.

-
Nurse Name : MQ@&Q\JAWQ}'@ Nurse Signature: m{x_gégd_’ ......................

Date: {};\H"% ....... Time: .....Q..\ohan
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ..... {é/}}-/@\,é

Baseline Information:

Admission From; [LJER 1 OPD Rdmission Desk 71 Others, SPECITY ...........ovveereveeeeveerererererern
Primary Language: ! Telugu ZEn/glish ~71 Hindi L] Others, SPECIfY «.c.cvveeeeiiicccceeceees
Do yourequire aninterpreter? [ Yes EA—NO/ T YOS SPBEIIY s vievessrosatarssinesrovisiamtile i asss e e LG N BT P e o
Source of Information:  [Patient (.."‘Fa’rﬁily L] OhErs, SPBCITY ...veeeeeieiiceieciceccice ettt
Allergies: [|Yes [ No— [ Medications (] Blood Transfusion I Food LDVOMBE, ssaiascamasssipiosoppapsssansenss
VB HHBMEITY ...ttt er e b e e b s es s b e s e s re s e as b e e eaeasbare s s e aea st e s eseentesene e enensnseteee
Chial COMPIAINS. ..o sismsisimiisisisei Doctor Notified on Admission: [IYes L[!No
............................................. gmLSQﬂ Name of the Doctor: Dn-ﬁa.e.a./ﬁ,(
................................................................................................................... TG NOBRBE: < s conivimimsssmmismsisserissinsaniminesnsais
Past Medical History: Obtained From [ Patient [ Family Member  [| Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: [ | Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ........cccccoeeveirvcrenenne, Caesarean Section: C1No []Yes Contraceptives: [JNo [JYes
....................... @E,&fulﬁgq Cervical Cerclage: INo [Yes Vaginal Discharge: [ INo [ Yes
Onset of Menarche: ..\J.....cccovvviiieenen. Ectopic Pregnancy: CI1No [ Yes Post-Coital Bleeding: [1No [ Yes
Menstrual Cycleyﬂ]ﬁ@lar [ 1 Irregular | Myomectomy: CJNo [JYes Infertility: [ONo [Yes
Last Menstrual Period: ...........cccovvvevennnee. Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G ......... 7 E— R [ . A
Previous LSCS: ...

Current Medication: ,anoﬁ [] Yes, If Yes, Fill the reconciliation form

Family History: ;Nrﬂ‘ﬁﬁorrnalities Detected
(] Heart Disease L] Hypertension L] Diabetes L] Stroke [ Seizures [ Kidney disease

[] Liver disease 1
Vital Signs / Measurements: Temp: qg,F HR: ... RR:...2@0...
BP: Hb}gd’ Weight: ............... Height: ............... BMI: ...

Pain Assessment: Pain: [ 'Yes [ INo (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)
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PHYSICAL ASSESSMENT

General Appearance: /U—Healthy C1ill looking ] Anxious [ Agitated [ OIS, coe s i sis suias

Fall Assessment: [ | Yes ;mrr 130 (- R (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ Yes [ SEOM cociv.ivisiviioves (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
I Mobility problem "] Walking Problem NgAbnormality Detected
! Developmental Delay L Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: (D»NU’ATmormality Detected
[ Overweight L] Poor Appetite > 3 Days L Needs Therapeutic Diet.

[JUnder Weight L] Diabetes Mellitus 1 Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[]Calm & Cooperative L] Restless I Depressed ! Agitated L] Confused

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single Z‘Mir?ied [Divorced [ Widow

2. Special Habits: Smoker: [ ] Yes ,B'NE Alcohol Abuse: [ Yes &—H0 Drug Abuse: _['_1 Yes FNo
S0CIAI HISTOrY: LIVES WD ...ttt

Orientation has been given regarding the following aspects:

Call Bellin Reach : [1l¥es [ No Waste Disposal Explained: [Yes [INo-

Infusion Pump : [1Yes = MNo Hand Hygiene Explained: [ Yes [ No L1 Others
Above information givento .........cccccee...... P o J\ .................... |

Name of Person Orientation was givento: . ™ ﬁ'rY\Q] ......................

Orientation not given Reason: ..............cocoeevvueunans Nﬁr‘ .......................................

Nurse Signature: MC\,LGZL[U'; ................

Nurse Name: .......... M

Date & Time: ...... Lé/@fﬂé@ g!%@ﬁmr\
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It takes a lot to treat the littie. Your Right to a Safe Delivery

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

—

Breastfeeding initiated?

0 _a Yes 1 b.No

| 2 T

w

Nipple condition:

= a. Nipple well formed
(1 b. Flat nipple
(1 c. Inverted nipple
[J d. Short nipple

>

Milk flow:

~T1 a Good

[0 b. Drops of colostrums
] c.Dry

o

Steps for Positioning and attachment:
L+ a.Baby goes to the breast
[ b. Mother always sits with a back support
(] c. Ear-shoulder-hip should be in a straight line
(] d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.0




6. Was the position explained:

;/ a. Yes

] b.No

7. For Caesarian mothers:
1 a. Mother is required sit and feed from the 4th feed
[J  b. Please explain football hold

8. NICU admission:
] a. Mother needs to stimulate her breast for 2 min every 2 hours

0. AdGHIONEl NOES: oo N 1.i.gu.....&.d.wﬁ38.f@.m .............................................. i
Continuity of Care: pate: ...} o )P
W QLo q 2 &N \/) anL//
LAY ;#11 (-E/A_éf’ h /\/ LNl /)Q/GLQ/
'ﬂ@\fn fon nf~
" pnmw{\/pp/ DR
<«

Handover given by ........ M .uﬁé&mmﬂqfq Handover taken by ... H”JU-VS/AQ\ ..........
Signature .............. ™ &L,ziﬁéu«mi#e\ Signature ................... H‘T\%MQ&A/ ...........

Date & Time: ......... \Q}gg}{gé@gﬂm Date & Time: ......... ((@H—j@\é@gﬂn‘
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NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)

J‘VUU: - ,(:Oj’"l At ’%9 g Age:

Patient Name:

ESERS

Femalg

Gender;

UHID No: HUF TCoIS 6] 2iPNe: 20 - 000063 Bate: 16 }

| 2 (Time: 2 LpPm

€ MLlSes

Diagnosis:

O

PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage

Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI 0o meq

Morphine Sulphate Inj. 15mg/M| —

2.
/7 | Remifentanil Hydrochloride Inj. 2MG

™ 4.

Remifentanil Hydrochloride inj. 1MG

Doctor Name: Mn‘ r
Wamle &

Signature:

Doctor Registration No: 6?15' 24

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E

(Details of the Patient to whom Essential Narcotic Drugs Dlspensqd),

26 - 0ccobR62

IR RegIStrRIONINGEE ... . ot o nnrsiiassinas eumntrssscsnvsass

----------------------------------------

AadhaarNoief hePetlent (OPHONGL); .. .o i it brrrssiss bk hen s om s abbed Bk shs 345 855 47453 08

o Moy, . tada 5

Remarks
1

'J:?( (n T
Complete postal address (with contact number, ifany) M @Q
J

2o
a1 g

-3 )3
.

' = {
C WO UNDD

= L £
30 oo QGVT

Brief description of the illness

E M Lscg

Whether registered with any other registered medical practioner /
recognized medical institution ( If yes, details of the recorded)

No

Details of essential Narcotic drug dispensed

F -Qm_Zgn y,/

Date Name of the Essential Narcotic Drugs Quantity | Impression of

Signature / Thumb

Patient Attender

the patient/ | Remarks, if any

1 "
\6(7/2 o |

Ferlony)

&
,_{r‘

g

Pispensed byiName & ABING .0 o s e h Tl ol Fo U ehip i e R S 1 s

Ldﬂmw 01792

Receved by (Name & |DNON . s imiassises svb ey s T shvad s e NS5 e Shasie ool s smins

Docu. No: RCH/ FRM/ CLINICAL / 133

Signatore:. . neERens o

Signature: e ’:( b(&sfg?,




